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The Honorable Jane Dee Hull 

Governor 

State of Arizona 

1700 W. Washington 

Phoenix, AZ 85007 

Dear Governor Hull: 

I am pleased to present the Annual Report for the Arizona Department of Health Services/ Division 
of Behavioral Health Services and the Arizona State Hospital for Fiscal Year 1999. This report is 
prepared in accordance with A.R.S. 36-3405 and 36-209(E) and combines the annual Reports for the 
Division of Behavioral Health Services and the Arizona State Hospital and reflects the activities of 
various components of these service areas. 

The following are some highlights of the accomplishments identified in this report: 

• The Division was awarded a five year $6.3 million grant from the CMHS Child Mental Health 
Initiative to implement a system of care for seriously emotionally disturbed children. 

• The development of the Early Childhood Behavioral Health Task Force to establish a system 
that provides access to comprehensive infant mental health services. The goal of this Task 
Force is to increase awareness and to promote appropriate behavioral health treatment to 
children 0-3 years old. 

• The Arizona Integrated Treatment Consensus Panel initiated a plan to bridge the philosophical 
and service system differences between mental health and substance abuse providers. This 
project focuses on developing a community integrated treatment system for persons with co¬ 
occurring disorders, which will improve the delivery of services to these individuals. 

• The Division assisted with the transition and implementation of Maricopa Counties new 
Regional Behavioral Health Authority YalueOptions. 

• The State Hospital implemented classification upgrades and salary increases resulting in a 
significant improvement in the hospital’s ability to recruit and retain qualified, well trained 
personnel. 
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INTRODUCTION 

The Arizona Department of Health Services, Division of Behavioral Health Services 
(ADHS/DBHS) continues to focus its efforts and energies toward providing leadership in 
activities designed to more effectively meet the needs of Arizona. Arizona is a leader in the 
public sector behavioral health field in its managed care approach to service delivery. 
ADHS/DBHS is committed to delivering quality, cost-effective services, and effectively 
managing the care, as well as the costs. 

The behavioral health service delivery system envisioned for the future is one in which a fully 
developed and integrated continuum of care is available in urban and rural areas. This 
comprehensive array of services will be community based, culturally sensitive, family focused, 
and will build on the strengths of the client, bringing about the greatest degree of recovery 
possible in a timely manner. 

ADHS/DBHS has embarked upon a strategic planning process designed to guide it into the 
next century as it continues to meet new challenges. To guide in this process, a vision, mission 
statement and guiding principles were developed. 


VISION FOR THE DIVISION OF BEHAVIORAL HEALTH SERVICES 

We envision an accountable and accessible behavioral health system. This system 
provides for responsive, comprehensive, community-based services tailored to 
the individual, family, community and culture. It does this to promote healthy 
development and to provide effective prevention, evaluation, treatment and 
intervention services to people in need who would otherwise go unserved, so that 
people are empowered and can lead responsible, productive, meaningful lives. 
It reduces the costs to society from behavioral health problems and improves 
quality of life for the people we serve and for society. 


MISSION STATEMENT 

The mission of the Division of Behavioral Health 
Services is to continually improve the effectiveness and 
efficiency of a comprehensive system of behavioral health 
care in order to meet the needs of the people of Arizona. 




















PRINCIPLES 

The Division of Behavioral Health Services Management Team is committed to achieving 

excellence in the development and delivery of behavioral health, prevention and treatment 

services through adherence to the following principles: 

1- Effective Leadership We value and promote leadership with integrity at all levels 
within the service system. Through coaching, counseling, mentoring and sharing of 
information we provide a supportive work environment where decisions are made at the 
levels most responsive to the customer. 

2. Innovation and Creativity We challenge the status quo to find better ways to 
coordinate, integrate and enhance services for the people we serve. 

3 . Service Philosop hy We value the input of all our stakeholders and the people we serve. 
We believe in building excellent relationships which reflect mutual responsibility and 
respect for DBHS stakeholders and the people we serve. 

4. Healthy Living We encourage and promote responsible living and regard prevention 
services and health promotion as an integral part of the behavioral health service delivery 
system. 

5 . Public Stewardship We accept the responsibility for the proper use of public resources 
in ways that optimize benefits to the public. 

6. Continuous Quality Improvement We measure the efficiency and effectiveness of the 
delivery of care to provide continuous feedback to stakeholders and internal decision 
makers. Performance measures are outcome based and are selected for their usefulness 
in achieving the purpose of improving performance and of responding to customer’s 
changing needs. 

7. Commitment to Employees We recruit and retain a professional, culturally diverse 
team. We provide opportunities for life long learning. 

8. Development of Partnerships We forge partnerships to achieve mutual goals through 
open communication, honoring commitments, and fostering trust. 


iv 











HISTORY OF THE DIVISION OF BEHAVIORAL HEALTH SERVICES 


The Arizona Department of Health Services is the State agency responsible for public health education, 
prevention and treatment. ADHS is comprised of six major service areas which report to the Director of 
the Department. The Division of Behavioral Health Services (DBHS) is the largest of these service areas, 
both in number of staff and size of budget. 

The Division of Behavioral Health Services was recreated within ADHS by Arizona Revised Statutes 36- 
3402 et. seq., effective August 13, 1986. The intent of the Arizona Legislature was to create a permanent 
authority for behavioral health and to express a commitment to the importance of behavioral health services 
in Arizona. DBHS serves as the single state authority to provide coordination, planning, administration, 
regulation and monitoring of all facets of the state public behavioral health system. DBHS has the 
responsibility of administering a system of behavioral health care which is responsive, individualized, cost 
efficient, culturally sensitive and equally accessible. 

DESCRIPTION OF THE DIVISION OF BEHAVIORAL HEALTH SERVICE DELIVERY SYSTEM 

Section 36-3410 of Arizona Revised Statutes authorizes ADHS/DBHS to contract with community based 
organizations, known as Regional Behavioral Health Authorities (RBHAs), to administer behavioral health 
services in the State. These RBHAs function in a fashion similar to a health maintenance organization. The 
State is divided into six geographic regions. Each region is assigned to a RBHA. See Appendix A for a map 
of the geographic service areas. 

RBHAs are responsible for assessing the service needs in their region and developing a plan to meet those 
needs. They contract with a network of more than 350 service providers to deliver a full range of 
behavioral health care services, including prevention programs for adults and children, and a full continuum 
of services for adults with substance abuse and general mental health disorders, adults with serious mental 
illness, and children with serious emotional disturbance. 

RBHAs contract for or deliver Title XIX Medicaid services and Title XXI SCHIP services through a 
capitated payment methodology based on total Title XIX and Title XXI eligibles. They are also responsible 
for managing all other non-Medicaid resources based upon fixed price contracts. 

In addition to the RBHA system, DBHS has developed several options for the delivery of behavioral health 
services to Native Americans, both on and off the reservation. Native Americans who live off the 
reservation may access services through the RBHA system in the same manner as any other Arizona 
resident. For Native Americans who live on a reservation, the Tribe has the option of: (a) entering into an 
Intergovernmental Agreement with ADHS to deliver behavioral health services on the reservation, with the 
reservation acting as its own RBHA; (b) contracting with the local RBHA to provide services; or (c) 
allowing on-reservation Tribal members to obtain behavioral health services either through Indian Health 
Service, or going off reservation to receive services. 

The State Children’s Health Insurance Program (SCHIP) is titled “KidsCare. ” “KidsCare” provides health 
insurance to uninsured children under 19 years of age whose families gross income is at or below 200% of 
the federal poverty level. The KidsCare benefit package will be identical to what is offered to State 
Employees including behavioral health services with 30 days inpatient and 30 outpatient visits. 
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ORGANIZATIONAL STRUCTURE OF THE 
DIVISION OF BEHAVIORAL HEALTH SERVICES 

The Assistant Director and Deputy Assistant Director provide leadership and direction in accomplishing 
the mission of DBHS. An Organizational Chart is included in Appendix B. The management team, which 
is composed of the Assistant Director, Deputy Assistant Director, Medical Director, and Bureau Chiefs 
oversee the following functions: 

Fiscal Management - The Bureau of Financial Operations provides oversight and coordination of DBHS 
financial and operational functions to ensure efficient, effective, and accountable operations in accordance 
with federal and state laws and regulations and Department policies. Functions include fiscal monitoring 
and budget, provider services, procurement and personnel services as well as receiving incident reports of 
financial fraud and abuse. This Bureau has provided leadership in the development of financial standards 
to assure a healthy balance of the fiscal viability of the system and the needs of the clients it serves. 

Planning - The Bureau of Planning and Council Support has responsibility for establishing strategic 
vision and direction for publicly funded behavioral health services in Arizona. The DBHS planning process 
occurs at all levels of the system and ensures the involvement of all stakeholders in the process. DBHS 
receives input from four advisory councils, and through regional public planning meetings. The budget 
request process for the division is an integral component of planning, as required by the State's Budget 
Reform Act. The planning process includes the production of a three-year plan, with annual reviews and 
reports of progress. The Bureau is also responsible for the development of policies and procedures. 

Program Development - The Bureau for Persons with Serious Mental Illness; the Bureau of Children's 
Services; the Bureau of Substance Abuse and General Mental Health are responsible for the design, 
development and provision of technical assistance to the RBHAs and provider community in each program 
area. These offices provide leadership in establishing standards of performance, designing outcome 
indicators and identifying best practices. 

Clinical Oversight - The Office of the Medical Director provides clinical oversight in the provision of 
behavioral health services. Working closely with the Medical Directors of the RBHAs, the Medical 
Director develops clinical practice guidelines which are used throughout the State. The Medical Director 
also coordinates with the Medical Director of AHCCCS and with AHCCCS Health Plans for the joint 
management of clients' physical and behavioral health needs. 

Quality Management - The Bureau of Quality Management and Evaluation assumes responsibility for 
quality assessment and continuous quality improvement, utilization review and risk management. The 
Office for Prevention (OFP) was established to provide multiple prevention strategies to target population 
of Arizonans who are at risk for developing behavioral health problems. T his program area responds in 
part, to legislation which established the children’s funding category. The Chief and staff of BQME chair 
statewide monthly meetings of RBHA QM Coordinators to recommend, review and implement standards 
of care and practice guidelines. Develop outcome measurement reports from the CEDAR System. 

DBHS has established a structure for monitoring the RBHA system. The monitoring program incorporates 
quality concepts and decision support systems to measure the programs and services delivered through 
ADHS/DBHS and the RBHAs. Fundamental to the program are the RBHA Monitoring Teams. Each team 
is composed of DBHS staff that represent all of the functional areas within DBHS. 
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Management Information Systems - The Behavioral Health Applications Team of Information 
Technology Services provides automation support to DBHS to achieve its business goals. Staffs’ primary 
function is to develop and maintain the Client Information System (CIS) application and database. This 
system tracks clients receiving behavioral health services in Arizona. The main functions of the system are: 

► Client intake/registration 

► AHCCCS interface (reporting of Title XIX and Title XXI clients and services) 

► Client service tracking 

► Fund tracking and reporting 

► Ad hoc reporting/DBHS management reporting 

► External agency reporting 

► RBHA data download interface 

As ADHS/DBHS moves further toward integration of data systems, additional opportunities for the 
continued enhancement of analysis and reporting capabilities will be identified, permitting a wide range of 
specialized monitoring research and projects by ADHS/DBHS. 

In addition to the support of the CIS system, the Information Technology Support (ITS) team develops PC 
stand alone applications to support business needs within various DBHS offices. 

Resolution of disputes - The Office of Grievances and Appeals maintains a grievance system which 
provides for an administrative resolution of disputes for members, subcontractors, and providers or non¬ 
contracting providers, in accordance with state and federal regulations, statutes and standards. In addition 
to the grievance system, DBHS has designated specific staff members to act as ombudspersons, advocating 
to resolve problems or issues raised by members or providers. The Office of Grievance and Appeals is 
responsible for the management and implementation of the grievance system within DBHS, and monitoring 
at the RBHAs. 

Arizona State Hospital - DBHS is also responsible for the operation of the Arizona State Hospital. The 
Annual Report of the Arizona State Hospital is contained as a separate report in this document. 
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DIVISION OF BEHAVIORAL HEALTH SERVICES ACCOMPLISHMENTS 


STATE FISCAL YEAR 1998 


TOBACCO TAX PROGRAMS 


Overview 

July 1 1998 through June 30, 1999, was the fourth year of operation for the Behavioral Health Tobacco 
Tax Program The first year consisted primarily of developing policies and plans, selecting contractors, 
developing locations and offices and hiring staff. The second year was the first year of Ml operation and 
the third year was a continuation of the programs. During the third year carryover funds from the first and 
second years were used to both enhance ongoing programs and develop new programs, designed to assts 
the behavioral health system in coordinating care with other state agencies and the courts. ere were 
carry-over funds for the fourth year. 

Because of the wide variety of programs funded with Tobacco Tax funds, it is difficult to provide an overall 
evaluation. Here are some of the conclusions that were made from the programs operated m FY 19 . 


► 


► 


► 


► 


► 


► 


The ValueOptions Crisis Response Network and the SEABHS Regional Crisis System were 
enhanced by having enough funding to cover the entire geographic service areas. Having 
comprehensive coverage, both in terms of geographic area and types of services provided, 
added to the satisfaction rates of people served and increased the community s satisfaction 

with the crisis systems. 

The Northern Arizona Regional Behavioral Health Authority (NARBHA) and the Pinal Gila 
Behavioral Health Association (PGBHA) provided behavioral health treatment services for 
youths in detention which reduced negative behaviors. School attendance improved, drug 
and alcohol use decreased and the return rate back into the juvenile detention system 

decreased. 

The EXCEL Group, comprised of Yuma and LaPaz, counties utilize detoxification facilities 
in the rural areas. Both counties’s facilities were at capacity for FY 1999. 

In the PGBHA system the rate of depression in elderly persons decreased when receiving 
behavioral health treatment, even for those with multiple, progressive, medical problems. 


EXCEL’s alternative means of providing behavioral health services such mobile intake vans, 
tele-conferencing and community health center coordination, increased the number of people 
receiving behavioral health services in remote areas. 


Both NARBHA and PGBHA have programs that are designed to assist courts and juvem e 
detention systems appropriately place and treat people who have behavioral health problems 
reduces stress on the courts and allows for needed treatment to begin sooner. 



FY 99 DBHS Tobacco Tax Funded Programs 


RBHA : 

* Name of Program 

Annual 

Funding 

7/1/98-6/30/99 

VALUEOPTIONS 

❖ Crisis Services 

2,498,300 


❖ Administration 

50,986 


VALUEOPTIONS TOTAL 

2,549,286 


^ Substance Abuse Treatment for Youth (Special 



Project) 

490,000 


O’ Juvenile Court/RBHA Collaboration 

130,000 


0- Community Based Prevention/Early Intervention 



Services for Rural Pima Co. 

124,800 


-0* Community Based Prevention/Early Intervention 


CPSA 

for Tohono O’Odham 

66,000 


0- Peer Mentoring Program for SMI Adults 

150,000 


^ Residential StepUp Program-Substance Abuse 

150,000 


-0* Community Based Services for the Elderly 

130,900 


^ Medications 

17,820 


"0* SEABHS Regional Crisis System 

188,420 


Administration 

29,560 


CPSA TOTAL 

1,477,500 


-0* GateOpeners-Elderly Behavioral Health 

87,000 


-0" Pinal County Juvenile Detention Center 


PORTIA 

Behavioral Health Screening 

40,000 

JL uUIln 

-0" Children’s Wrap Around Services 

46,444 


-O’ Villa Oasis Interscholastic Center 

12,500 


-O’ Administration 

3,794 


PGBHA TOTAL 

189,738 


-O’ Rural Detoxification 

250,000 


-O’ Juvenile Court Collaboration 

234,505 

NAPRTTA 

-O’ Community Health Center Collaboration 

140,707 

n rilVDllrl 

-O’ Ethnic Minority Youth Services 

103,168 


-O’ Senior Outreach/Case Management 

46,909 


-O’ Improved Outreach and Accessibility 

98,694 


-O’ Administration 

12,733 


NARBHA TOTAL 

886,716 


-0- Rural Detoxification 

250,000 

THE EXCEL 
GROUP 

-0- Mobile Intake and Referral Services 

146,300 


-O’ Administration 

460 


EXCEL GROUP TOTAL 

396,760 


TOTAL STATE ALLOCATION 

$5,500,000 




















NEW RBHA TRANSITION AND IMPLEMENTATION 

During the past year, one of the major activities of the ADHS/DBHS has been to assist with the transition 
and implementation of a new Regional Behavioral Health Authority (RBHA), ValueOptions, in Maricopa 
County. The ValueOptions Contract, effective September 19, 1998, is the largest RBHA Contract 
administered by the ADHS/DBHS, valued at approximately $170 million dollars annually. 

ValueOptions operated as the RBHA utilizing a subcontract with ComCare, the previous Maricopa County 
RBHA, for the initial five months of the contract. Effective February 8, 1999, ValueOptions opened its 
own service center. The employment of case management/clinical team, evaluation and crisis phone staff 
was transitioned for a period of 18 months to ValueOptions’ sister company, Alternative Behavioral 
Services of Arizona (ABS) under a limited contract. The relationship of ABS to ValueOptions has been that 
of provider subcontractor. 

ValueOptions has hired staff to perform managed care functions such as: administration, clinical 
program/medical oversight, customer services, prevention, quality management/training, utilization review, 
network development and management, grievance and appeals, claims processing and finance. 

During the transition and implementation ADHS/DBHS’ major oversight and monitoring efforts have 
occurred through the following methods: 

► Organization and participation of a Transition Steering Committee (TSC), comprised of staff from 
the former RBHA, ValueOptions and the ADHS/DBHS to address public concerns relative to the 
behavioral health system. Some examples of the areas/issues addressed by the TSC included: staff 
vacancies; client/family member notification; continuity of care; provider contracting; service 
development; coordination of care with other state agencies; and assuring the progress of 
ValueOptions in completing transition and implementation activities. 

► Meetings held with ValueOptions’ team leads assigned to implement the Maricopa County program, 
for example, network development and transition; clinical program; claims and information systems; 
and administrative/financial areas. 

► Post-transition meetings were regularly held to discuss and resolve implementation issues. These 
meetings included both ADHS/DBHS and ValueOptions’ executive management to ensure that once 
problems were identified, satisfactory resolutions were reached. As needed, representatives from 
other areas of the Department, including the Arizona State Hospital and Office of Behavioral Health 
Licensure attend. The Office of the Court Monitor has also participated on a regular basis. 

► Periodic site visit reviews were conducted resulting in a corrective action plan for ValueOptions 
which demonstrates their progress in improving problems identified. 

► Problem resolution on a case by case basis, usually involving either client specific or behavioral 
health system issues. 

ADHS/DBHS has completed the RBHA Request for Proposal (RFP) process for the five remaining 
geographic service areas (including 14 counties) across the state. The RBHA Contracts went into effect 
July 1, 2000. 
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CUSTOMER SATISFACTION 

The client satisfaction survey results for FY 1999 show an overall 1 level of satisfaction from a total of 1,908 
respondents was 72%. Overall level of Dissatisfaction was reported as 28%. 

This is the first year that DBHS has used the Substance Abuse and Mental Health Services Administration's 
Mental Health Statistics Improvement Project (MHSIP) Consumer Survey instrument. This is a 21 item 
survey to which DBHS added 4 questions from the original 40-item survey. The instrument is available 
in both English and Spanish. The original 40 item MHSIP Consumer Survey has been piloted in at least 
four states. The survey contains 25 consecutively numbered questions that measure four domains of 
satisfaction: 

1) general satisfaction, 

2) access to services, 

3) quality/appropriateness of services, and 

4) outcome. 

Access to services measures the consumer’s perception in which service and information about care are 
conveniently and easily obtained. Quality/appropriateness measures the consumer’s perception about the 
type, amount, and level of clinical services that are delivered to promote the most positive clinical outcome. 
Outcome of care refers to the extent that services are cost effective and have a favorable or unfavorable 
effect on consumer’s symptoms, functioning, and well being as perceived by the recipient. The general 
satisfaction domain provides the barometer of the client’s global perception of the services received and 
provided. 

Rating for general satisfaction was the highest (76%) among the four domains, both statewide and across 
RBHAs. CPS A 3 and PGBHA have the highest rating score (80%) in this domain. They were followed by 
EXCEL at 79%. Among the sub groupings, TXIX eligible clients recorded 74% satisfaction compared to 
77% for Non-TXIX eligible clients, a 3 percentage points difference. 

By population group (program), Alcohol/Drug (SA) clients posted the highest rate of 79% followed by 
General Mental Health (GMH) at 76%, and SMI and Children/Adolescents tied at 75%. 

The access to services domain received a rating of 70% statewide. Among RBHAs, PGBHA, EXCEL and 
NARBHA posted ratings above the statewide level at 77%, 72%, and 72%, respectively. By entitlement 
eligibility grouping of the respondents, TXIX eligible clients posted only 67% satisfaction for service 
accessibility compared to 73% reported by Non TXIX eligible clients. 

By program, the GMH population recorded the highest rating at 74% while SMI recorded the lowest at 
68 %. Children/adolescent group reported the same level of satisfaction with that of the State at 70 % while 
SA recorded a level of satisfaction at 72%. 


1 For purposes of data analysis and generalization of findings, responses were compressed to provide measures of Overall 
Excellence, Overall Satisfaction and Overall Dissatisfaction. “Overall Excellence ” is defined as the total ft of questions with 
the most favorable response divided by the total number of questions. “Overall Satisfaction ” is defined as the total ft of 
questions with the two most favorable responses divided by the total ft of questions. “Overall Dissatisfaction ” is defined as 
the total ft of questions with the two least favorable responses divided by the total ft of questions. 
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Quality and appropriateness received the same level of satisfaction among the respondents with that of the 
General Satisfaction domain. By RBHA, PGBHA posted the highest rating at 81 %, followed by NARBHA 
at 78% and Excel at 77%. A continued pattern of higher level of satisfaction was recorded by Non 
Title-eligible respondents compared to TXIX-eligibles. Responses from Non TXIX respondents was at 80 % 
compared to 71 % from TXIX clients. Alcohol/Drug population group recorded a 78 % level of satisfaction 
for the quality of services, followed by General Mental Health and Children/Adolescent at 77% and 76%, 
respectively. Unsurprisingly, the SMI group recorded the lowest level of satisfaction for service quality 
at 74%. 

Among the four domains, outcome has the lowest rating at 58 %, statewide. By RBHA, EXCEL, PGBHA, 
NARBHA, and ValueOptions recorded higher than the statewide level of satisfaction. Non TXIX clients 
have a higher level of perceived satisfaction from services than the TXIX clients. 64% of responses from 
Non TXIX eligible respondents reported a perceived improvement in their well being compared to only 57 % 
of TXIX respondents. By program, SMI was just a percentage point below the state rating (57%). The 
highest among the four groups was recorded by SA population at 71%, followed by Children/Adolescent 
at 61 % and GMH at 60%. The gender breakdown showed an interesting difference in their rating for this 
domain. Male respondents recorded 63% satisfaction compared to 58% for female. 

The statewide Response Rate was computed as the percentage of total number of surveys returned divided 
by the total number of surveys mailed out. Net of reported undeliverable mail was reported at 19%. The 
highest response rate was reported by NARBHA at 23 % while the lowest was reported by CPSA at 15 %. 
The rest of the RBHAs reported the following response rate: Excel, 21%; PGBHA, 20%; and 
ValueOptions, 19%. In terms of response rate by population groups, the highest for the state was reported 
at 29% by the SMI group. This was followed by GMH at 18%, Children at 17%, and Alcohol/Drug at 
11%, respectively. The MHSIP Consumer Perception Survey instrument was administered for the first time 
in FY 1999, which serves as the baseline year. FY 1999 results are reported for Medicaid (TXIX) clients 
only. Results reported prior to FY 1999 should not be compared since a different instrument was used and 
the population surveyed included both Medicaid and Non-Medicaid clients. 

SERVICES FOR AMERICAN INDIANS ON RESERVATIONS 

The Arizona Department of Health Services, Division of Behavioral Health Services currently have 
Intergovernment Agreements (IGAs) with four Arizona Indian Tribes to provide covered behavioral health 
services: 

Gila River Indian Community. Navajo Nation , an d Pasqua Yaqui Tribe of Arizona have an IGA for both 
Title XIX and State Subvention Services. 

Colorado River Indian Tribe has an IGA for only State Subvention Services. Services to other Native 
American Indian Tribes are provided and covered by the local Regional Behavioral Health Authority 
(RBHA) in which the tribal reservation resides. 

The Division of Behavioral Health Services performed the first operational/financial review of the three 
Tribal RBHAs during the month of April 1999. 
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BUREAU ACCOMPLISHMENTS 


Bureau for Persons with Serious Mental Illness 

There are approximately 22,500 persons receiving services in the Arizona behavioral health system who 
are classified as persons with a serious mental illness. They receive services from agencies and other 
providers under the auspices of five regional behavioral health authorities throughout the state of Arizona. 
The Bureau for Persons With A Serious Mental Illness (BPSMI) is primarily responsible for the oversight 
and monitoring of the services managed by the regional behavioral health authorities (RBHAs). BPSMI 
staff also provide technical assistance, training, and problem resolution to RBHA staff in such areas as 
individual service planning, case management, provider management, and agency administration. 

The Bureau has primary responsibility for the implementation of the court ordered settlement agreement, 
commonly known as the Exit Stipulation, in the Arnold vs ADHS lawsuit. The Bureau plays an active role 
in obtaining and man a g in g federal grants related to services for persons with a serious mental illness. 
Bureau staff are actively involved in directly facilitating consumer run groups, as well as individuals, to 
provide input to DBHS and the RBHAs, on their perceptions and evaluation of the services provided by the 
behavioral health system. Bureau staff serve as liaisons to other state agencies in partnership efforts to 
provide vocational, housing, and other services to persons with serious mental illnesses. The Bureau serves 
as a liaison to the Arizona State Hospital in resolving issues that relate to the coordination of community 
based services for patients leaving the Arizona State Hospital and those patients deemed no longer in need 
of continued treatment at the Arizona State Hospital. 

During the fiscal year ending June 30, 1999, BPSMI accomplished the following: 

BPSMI provided substantial staff support to the DBHS Office of Grievance and Appeals. During FY 98/99, 
BPSMI staff conducted 35 investigations of physical and sexual abuse allegations involving persons with 
serious mental illnesses. BPSMI conducted over 150 informal conferences to mediate treatment and 
program eligibility disputes between clients and potential clients and service agencies. BPSMI staff actively 
participated in the continuing review and proposed revisions of Arizona Administrative Code R9-20 and 
R9-21. 

BPSMI staff served as staff support and/or liaisons to the following councils, boards, and advisory groups: 

► Arizona Council On Offenders With Mental Illness 

► Behavioral Health Planning Council 

► Arizona Integrated Treatment Consensus Panel 

► Consumer Advisory Board (For Persons With A Serious Mental Illness) 

► Behavioral Health and Aging Coalition 

BPSMI provided technical assistance and consultation to the behavioral health authorities of the Navajo, 
Salt River, Gila River, Pasqua Yaqui, and San Carlos Apache Indian reservations. 

Within the Department of Health Services and the Division of Behavioral Services: 

BPSMI staff actively participated in the ADHS strategic planning process which developed Department 
priorities. 
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BPSMI staff conducted over forty (40) comprehensive case study reviews to determine compliance with 
agreements in the Arnold v. Sarn Exit Stipulation. 

BPSMI coordinated the activities of the Pathways in Transition From Homelessness grant. This grant 
provides outreach and case management services for homeless persons with serious mental illnesses. 
During FY 98/99, The PATH Grant funded screening services for over 5,130 homeless persons across the 
state to identify persons with serious mental illnesses. 

BPSMI served as the coordinating office for the Comprehensive Criminal Justice Diversion Intervention 
grant activities. 

BPSMI continued its joint effort with the ADHS Division of Assurance and Licensure Services to monitor 
the status of persons with serious mental illnesses residing in supervisory care homes in Maricopa county. 
Since October 1998, 198 class members have been moved from supervisory care homes into alternative 

housing settings during the past year. 

Arizona Integrated Treatment Consensus Panel 

ADHS/DBHS was successful in obtaining grant resources to convene and support community forums of 
mental health and substance abuse providers to directly discuss and confront the philosophical and service 
system barriers that preclude developing a community integrated treatment system for persons with co¬ 
occurring disorders. This project was implemented in October 1998 and concluded its first phase in 
December 1999. The project includes models for provider/network subcontracting to improve service 
delivery and standard of care guidelines addressing such areas of use of psychotropic medications (including 
methadone), goals of substance abuse treatment for psychiatric clients, use of supportive case management, 
and the role of relapse prevention and recovery supports in psychiatric populations. 

DBHS Consumer Advisory Board For Persons With a Serious Mental Illness 

The statewide Consumer Advisory Board for the Division of Behavioral Health Services continued its role 
in providing recommendations and input to the Division. BPSMI provided direct staff support to the 
Consumer Advisory Board. The Consumer Advisory Board: 

► Planned the Sixth Annual Consumer State Conference 

► Formalized By-Law revisions and standing sub-committees; 

► Provided recommendations about proposed legislation 

► Conducted its annual planning Retreat 

► Provided input to the Division on atypical anti-psychotic medications 

► Participated in information forums for consumers in their geographical areas 

BPSMI continues to facilitate the attendance and participation of consumers at regional and national 
consumer conferences. During the fiscal year ending June 30, 1999, BPSMI enabled over 50 consumers 

to attend conferences. 
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BPSMI Technical Assistance and Training Activities: 

BPSMI provided statewide technical assistance and training on individual service planning and case 
management. BPSMI also sponsored training and orientation in Maricopa and Pima counties on integrated 
treatment for persons with co-occurring mental and substance abuse disorders. BPSMI continued to 
provided training in case management and individual services planning to staff of service providers of 
native American Indian RHBAs. 

BPSMI Housing and Vocational Rehabilitation 

BPSMI continued to work closely with the RBHAs, the Department of Commerce, and the Office of the 
Monitor to develop strategies to deal with the scheduled expiration of Shelter plus care housing grants in 
the next two years. These grants will need to be replaced with non-federal funding. In addition, the 
expanding numbers of persons with serious mental illnesses population will require additional housing units. 

In concert with the Maricopa County regional behavioral health authority and the Department of Commerce, 
DBHS/BPSMI formulated strategies for resolving an impending crisis should HUD Shelter Plus Care grants 
begin expiring in FY 2000. In consultation with the Office of the Monitor and the Superior Court, 
DBHS/BPSMI is exploring available options to replace funding for these housing units. 

The development and expansion of vocational services continued to be a high priority for the Bureau for 
Persons with Serious Mental Illness. ADHS/DBHS continued its participation in an intergovernmental 
Agreement with the Department of Economic Security/Division of Rehabilitation Services Administration 
(ADES/RSA) in which state behavioral health funds are used to draw federal vocational rehabilitation funds 
to provide services for individuals with a serious mental illness. 

Bureau Q£ Children’s Services 

The mission of the Bureau of Children’s Services is to support and monitor a statewide system for the 
delivery of comprehensive community-based behavioral health services for all of Arizona’s children and 
adolescents. 

In 1988, Arizona enacted landmark legislation mandating the development and delivery of a comprehensive 
continuum of coordinated behavioral health care for children. Previously these services had been provided 
by different agencies according to individual mandates addressing specific populations of children. A.R.S. 
36-3431, et.seq. requires interdepartmental collaboration for a single system to address the behavioral health 
needs of all Arizona children. DBHS was designated the lead agency for the development of this children’s 
system. 

During the past year the Bureau of Children’s services, in partnership with other agencies that serve 
children, was involved in the implementation of two major projects to coordinate services to children. 

Single Purchase Of Care (SPOC) 

FY98-99 was the fourth year of SPOC implementation. In response to an interagency Request For 
Proposal, over 320 renewals were accepted and approved for twenty-two behavioral health services during 
June, 1999. Serving the needs of more than 25,000 children in Arizona, this coordinated purchase of care 
system was collaboratively designed for participating state agencies to jointly use when obtaining necessary 
treatment for their specific populations. The joint process enables the participating agencies to collaborate 
on new programs and services and to collectively negotiate with providers. 
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The SPOC participating state agencies have received permission from Department of Administration to 
change the SPOC process from joint contracting to joint pre-qualification of contractors. The SPOC state 
agencies, through the existing state and local team process, will participate in the determination of qualified 
providers for all licensed behavioral health services. This process will include all licensed Office of 
Behavioral Health Licensure agencies and behavioral health disciplines that are licensed through state 
boards. As the process will be open-continuous, new vendors for needed services can be acquired quickly. 
Cost-sharing for children with multi-agency involvement may be served more efficiently through this 
process. SPOC participating agencies will purchase behavioral health services from this pre-qualified list, 
issuing and managing their own SPOC contracts. Before executing a contract for services, the agencies will 
jointly negotiate, to the extent practicable, to obtain a contract advantageous to the State. 

The SPOC State Team, consisting of one representative from each of the participating state agencies, will 
continue to coordinate the statewide contracting process, including local needs assessment and monitoring, 
through Local Teams. 

Activities in SPOC included: 

► establishment of statewide training of processes for consistent review, evaluation and negotiation 
of offers by Local Teams, which include representation by each participating state agency; 

► development of tools and processes for statewide monitoring by Local Teams; 

► coordination of consistent statewide contract compliance review by Local Teams; 

► establishment of survey documents for providers, including assessing financial impact, 

► compilation and distribution of an annual SPOC Resource Directory which includes contract 
information such as services offered, rates, staff, targeted populations, agency locations, 
telephone and facsimile numbers and contact persons. 

As of July 1, 1999, over 350 SPOC contracts were in effect with a full continuum of care from a wide 
variety of providers across the state. Local Teams have reported increased communication, more shared 
interests, deeper understanding of their separate agencies’ programs and improved networking as a result 

of the SPOC. 

Plan for the Promotion and Delivery of Behavioral Health Services to Young Children 


0-3 Issues 


The Early Childhood Behavioral Health Task Force was developed to define a system which provides access 
to comprehensive infant mental health services from trained and qualified practitioners in community based 
settings. The Task Force developed objectives and action steps to further the delivery of behavioral health 
services to children birth to three years of age. The goal is to increase awareness and understanding of 
appropriate behavioral health treatment services and related supportive services for this population. 
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The objectives include: 

► Address coordination and collaboration issues on subjects that include referral and access to 
services through development of policies and procedures by each agency. 

► Increase collaboration among agencies serving infants, toddlers, and preschoolers needing 
behavioral health services through the exchange of information of written policies and 
procedures for all participating service delivery agencies. 

► Have a training module developed by a sub-committee of the Early Childhood Behavioral Health 
Task Force to suggested credentialing, privileging and training criteria for agencies and 
practitioners serving children birth to three years of age. 

► Identify and target providers who are currently serving children birth to three years of age, for 
specific training, support, and technical assistance statewide. 

Interagency Case Management Projects 

Interagency Case Management Projects (ICMPs) are fully implemented in Maricopa and Mohave Counties. 
The five-year pilot projects are designed to reduce the duplication of case management services for children 
and families currently served by multiple agencies. The purpose of ICMP is to centralize, coordinate, and 
manage the utilization of publicly administered services, and funds for state agencies serving children. The 
Maricopa and Mohave ICMP Projects differ in structure, but have the same key goals: 

► Serve children with multiple needs which cannot be met though existing collaborative efforts; 

► Demonstrate that a cooperative, collaborative effort can be achieved between State agencies; 

► Develop an effective, efficient coordinated service delivery system; 

► Ensure families and children receive appropriate and timely assessment and services; 

► Improve the cost effectiveness of the service delivery system; and, 

► Recommend ways to streamline administrative processes across agencies. 

Both projects are in their third year of implementation. As of July 1, 1998, the Maricopa County ICMP 
has provided multi-agency case management services to a total of 173 children, and the Mohave County 
ICMP has provided Multi-Agency Team (MAT) services to a total of 72-multi-agency children. The 
number of referrals to the project continues to increase steadily, as school personnel and agency case 
managers become more familiar with the project. One hundred and seven (107) multi-agency children and 
their families are currently being served through the Maricopa ICMP. Sixty-three (63), or 60% of these 
children are considered to be seriously emotionally disturbed (SED). The Mohave ICMP currently serves 
34 multi-agency children, with 21, or 62% of these children being SED. 

A comprehensive, multi-year evaluation of the Maricopa ICMP has been in progress for the past year. An 
interim process report, recently released by the contracted program evaluators, shows that the project 
appears to be moving towards its intended goals. An evaluation of the Mohave County ICMP is expected 
to be initiated with the next year. The Mohave Oversight Committee, an interagency committee which 
provides local oversight and direction to the project, has concentrated its efforts on expanding agency staff 
in the “wraparound” philosophy of service provision. These efforts will continue during the next year 
through further training and implementation strategies. 


The ICMP Case Management Work Group, an interagency work group responsible for providing technical 
expertise and guidance for the operation of the ICMP projects, continue to work on implementation issues 
encountered by the projects. Major issues raised included duplicative paperwork requirements when a 
child’s case is open to multiple agencies; numerous and duplicative case staffing requirements when a 
child’s case is open to multiple agencies; and incompatible data systems maintained by each agency which 
precludes the development of a comprehensive database on multi-agency children. Interagency 
subcommittees are currently addressing many of these issues, while others are being addressed by The Case 
Management Work Group, responsible for ongoing implementation of the project. 

Other significant accomplishments include the development of Interagency Cost-Sharing Guidelines to 
streamline the process of cost sharing for services between agencies, and the development of a 
comprehensive service plan to satisfy case planning requirements for all involved state agencies. A 
contracted evaluator is currently working on a comprehensive, multi-year evaluation of the project. Issues 
that remain to be resolved include duplicative paperwork and data entry requirements, and the lack of a 
single database to collect information on the multi-agency children served by the project. 

Other Activities 

Staff from the Bureau of Children’s Services also participated in a number of additional efforts to improve 
the system, including: 

► Continued liaison activities to comply with the Court’s stipulation in the J. K. v. Allen lawsuit. 
Outside reviewers from other states and local reviewers performed review of statewide RBHA 
system, and conducted interviews with parents, case managers, providers, state agency personnel, 
advocates and other stakeholders to obtain data for Independent Quality Evaluation reports. The 
results included recommendations for improving the overall system. These recommendations are 
being addressed in the JK WorkPlan. Activities include a practice development project and 
implementation of a number of prioritized assessment and evaluation tasks. 

► Collaboration with the Maricopa County Juvenile Court in the development of special procedures 
to expedite referrals of model court cases for Title XIX funded services. 

► Collaboration with ADJC on the development of a new process for expediting referrals into 
behavioral health services for youth being discharged from correctional institutions and 
reintegrated back into their communities. This collaborative project will expand over the next 
year throughout the state and involve all the ADJC correctional institutions. 

► Collaboration with the Administrative Office of the State Supreme Courts on improving the care 
of children whose competency to stand trial is in question. An interagency team was assembled 
to address restoration of these children and adolescents to competency in settings other than 
inpatient & residential treatment centers. A number of mental health experts presently conducting 
competency evaluations were contacted for assistance with the development of an outpatient 
restoration program. The final outcome involved new policies for the Courts addressing these 
children’s needs and an increase in the number of agencies providing outpatient restoration 
programs. 

► Collaboration with AOC in the development of a program to ensure that children who enter 
juvenile detention at either Durango or SEF have access to behavioral health services. 
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► Coordination with the Governor’s Office on the “No Wrong Door Initiative” created in 
September, 1998, via an Executive Order creating a children and families’ service delivery 
improvement team. This team’s mission is to develop recommendations for service integration 
across state agency boundaries which are designed to enable children and families to more easily 
receive appropriate services regardless of the agency they initially contact for assistance. 
Recommendations focus on relieving families of unnecessary duplicative application and case 
management processes. After assessing all the services and programs provided by state agencies 
to children and families, the team is identifying ways to connect multiple agencies, using 
technology and other tools. They will then recommend ways to assist children and families in 
accessing needed services across all agencies, regardless of the agency they initially contact for 
assistance. 


► Application for a federal grant was made to CMHS under a new Child and Family Initiative in 
April 1999. This project will sponsor an interagency case approach to serving high-risk children 
and adolescents in Pima County. The project will bring $6.3 million dollars to Arizona over five 
years. 

Bureau For Substance Abuse 
And General Mental Health Services. 

► Treatment Outcome Prospective Pilot Study, The “TOPPSI Project” was completed on October 
15, 1999. This was a prospective study of patient outcomes among adults participating in 
substance abuse treatment to assess the feasibility of studying outcomes. It included interviews 
with 415 adults around the state who left substance abuse treatment after nine months following 
their treatment. 

► Arizona was one of 19 states selected to participate in the TOPPS II study. This is a $ 1.6 mil lion 
3 year agreement with the Center For Substance Abuse Treatment to develop performance 
measures. The Topps II consensus panel, which was comprised of substance abuse treatment 
agencies, consumers. Alcoholics Anonymous (AA), Narcotics Anonymous (NA), Cocaine 
Anonymous (CA), and other state agencies with a stake in the treatment system, met monthly to 
craft performance and outcome measures. The information will be permanently included in the 
evaluation system. This includes a cost offset study for substance abuse that impacts 
hospitalizations and child welfare. 

► Correctional Officer/Offender Liaison (COOL) program provides substance abuse and behavioral 
health services needs of high risk offenders on parole from the Arizona Department of 
Corrections. The amount of money transferred to ADHS/DBHS for this program was increased 
to one million dollars per year. The COOL Program, through an ISA between ADHS and ADC, 
is currently serving 5,000 DOC clients this year. 

► The Arizona Substance Abuse Treatment Needs Assessment Study (AZNAS) generated seven 
reports on various aspects of substance abuse prevalence in the state. The populations include: 
adult, juvenile arrestees, general household population, and three Tribal Nations. 





► The Bureau conducted an evaluation on the effects of the Social Model Detoxification in Page and 
Yuma, Arizona. The two successful pilot sites were funded by the Tobacco Tax. 

► The Bureau staffed the Oversight Committee on Perinatal Substance Abuse which is comprised 
of 16 representatives from state agencies and community based organizations involved in 
prevention and treatment services for pregnant substance abusers. The Bureau of Substance 
Abuse and General Mental Health (BSA/GMH) led an interagency team to develop a pilot 
integrated treatment site for pregnant women. The pilot will be evaluated by the Auditor 
General’s Office. 

► The Women’s Treatment Services and Supervision Network continues to expand services and 
diversion opportunities for women offenders by providing them with treatment instead of 
incarceration. The program also assists female offenders with job and social needs. 

► The BSA/GMH continued to coordinate with the Department of Corrections’ cross-training on 
substance abuse treatment with DOC staff and our co mmuni ty providers. 

► The BSA/GMH serves on the Ad-Hoc committee for Child Protective Services and assists 
Department of Economic Security (DES) in establishing expedited substance abuse treatment for 
parents whose children are in DES custody. 

► In collaboration with the Bureau for Persons with Serious Mental Illness, the Bureau of Substance 
Abuse and General Mental Health served on the Arizona Integrated Treatment Panel designing 
a new service system for individuals with co-occurring substance abuse and psychiatric disorders. 

► The Bureau Chief was elected Western Region Board of Directors Representative for the National 
Association of State Alcohol and Drug Abuse Directors. 

Office of the Medical Director 

The Office of the Medical Director (OMD) works closely with RBHA Medical Directors to establish 
guidelines for treatment services and quality of care throughout the State. The Office of the Medical 
Director also chairs a multi-disciplinary committee of clinicians from other State agencies, RBHAs and 
providers to develop service planning guidelines and recommendations for best clinical practices. 

Service planning guidelines and practice recommendations have been developed for the following eleven 


conditions: 


► Attention Deficit-Hyperactivity Disorder 

► Autistic Spectrum Disorders 

► Borderline Personality Disorders 

► Conduct Disorder 

► Depressive Mood Disorders 

► Developmental Disabilities 

► Dissociative Identity Disorder 

► Oppositional Defiant Disorder 

► Paraphilias in Juveniles 

► Schizophrenia 

► Substance Abuse/Dependence (primary and co-occurring) 
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During the past year the OMD participated in a service gap analysis for seriously mentally ill adults in 
Maricopa County. Assessment data from the Client Enrollment, Disenrollment, and Assessment Reporting 
System (CEDAR) and Client Information System (CIS) were used to project need for six levels of functional 
impairment. Future projects are planned to enlarge this study statewide, across all covered populations. 

Two new initiatives are also underway. This first is a project to convert the above service planning 
guidelines into focused review tools for the improvement of front line clinical practice through education 
of clinicians, supervisors, consumers and families. The second will use demographic, prevalence, 
utilization and assessment data and fiscal impact analyses of the service planning guidelines to project 
service need and expected benefit for these clinical conditions. Ultimately, results from this project will 
be used to improve resource allocation, maximize clinical and public health outcomes, and guide future 
funding requests. 

For further information, visit the web site maintained by the OMD at http://www.hs.state.az.us/bhs. 

Office ofGrievgnce and Appeals 

Since November of 1992, the Office of Grievance and Appeals (OGA) has focused on providing effective 
grievance and appeals processes for resolving disputes filed by any individual receiving mental health 
services and any provider of mental health services. These processes were developed and implemented 
to conform with the applicable Arizona State Statutes, Arizona Administrative Code, federal regulations 
from the Health Care Financing Administration, the Division’s contract with AHCCCS and ADHS/DBHS 
policies and procedures. These processes are reviewed and revised on an ongoing basis as required by 
AHCCCS. 

The DBHS Office of Grievance and Appeals is responsible for the administrative oversight of the grievance 
and appeals system for behavioral health by providing technical assistance and training to ensure RBHA 
compliance relative to grievance and appeal notices, policies, procedures and processes. This office also 
conducts reviews of random cases on a quarterly basis and yearly operational and financial reviews to 
review each RBHA’s overall performance. 

The DBHS Office of Grievance and Appeals maintains the responsibility of reviewing complaints tha t rise 
to the Division level from the RBHA. Cases involving mortalities and allegations of physical and/or sexual 
abuse to individuals with a serious mental illness are investigated by this office. 

If the findings of the investigation of a physical or sexual abuse allegation is substantiated and if action has 
not already been taken by the RBHA, the Division typically requires corrective action. Further, in the 
course of the investigation, other areas of concern may be identified that affect the overall care of the 
individual. If identified, corrective action may also be required. For Fiscal Year 1998-99, the following 
are examples of corrective actions that were taken as a result of DBHS’ investigation findings: 
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► The Arizona State Hospital has restricted the use of handcuffs on clinical units; 

► A provider agency conducted extensive research and, subsequently, developed a strategy of 
assessment and treatment of high risk clients. 

► There were a number of agencies that required policy changes and staff training relevant to the 
rights of individuals receiving services through the SMI program. 

► During Fiscal Year 1998-99, there were a total of 1,187 appeals, grievances and requests for 
investigations initiated statewide. Of the 1,187 cases, there were: 

► 965 appeals (606 were Eligibility appeals) 

► 36 Provider Appeals 

► 162 Grievances 

► 94 initiated at the RBHA level 

► 68 initiated at the Division level 

► 24 Investigations 

► 9 initiated at the RBHA level 

► 15 initiated at the Division level 

Bureau of_ Quality, Management and Evaluation 

The Bureau of Quality Management and Evaluation (BQME) has led Division wide efforts to implement 
the ADHS/DBHS Quality Management/Utilization Management Plan 5.2 during FY 1999. The QM/UM 
Plan defines a comprehensive, continuous quality assessment and improvement process for behavioral health 
services in Arizona. The purpose of the QM/UM Plan is to ensure procedures are in place to evaluate the 
delivery of behavioral health services and to make recommendations for the measurement and improvement 
of client care as well as the administrative and fiscal management of the Regional Behavioral Health 
Authorities (RBHAs). 

In order to carry out the activities of the QM/UM Plan, the Division underwent a reorganization in fiscal 
years 1998 and 1999. During FY 1999, the Bureau of Quality Management and Evaluation (BQME) 
completed hiring for all new positions created as a result of the FY 1998 DBHS reorganization. The newly 
constituted BQME has provided active leadership within the DBHS for the oversight and monitoring of the 
behavioral health service delivery system in Arizona. The units within the BQME include: 

► Quality Improvement 

► Research, Evaluation and Dissemination 

► Business Information Systems 

► Prevention 

Quality Improvement 

The DBHS quality assessment and improvement processes are based on our guiding principles and strategic 
goals. Multiple and various data collection and analysis mechanisms have been developed and implemented. 
Embedded in the mechanisms are 67 + performance indicators plus DBHS requirements taken from our 
contract language as well as policies and procedures. 
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The DBHS guiding principles are: 

Person Centered System: 

► People are treated with dignity and respect and it is acknowledged that each person has rights and 
individual strengths which are molded by differences in culture, values, perspectives, and goals. 
(8 measures) 

Collaborative Partnerships: 

► Clients and families as well as state agencies, general medical health providers and other public 
and private agencies are valued as active partners in the design, delivery and evaluation of 
behavioral health services. (5 measures) 

Self Sufficiency: 

► The continuum of behavioral health prevention and treatment services promotes progress toward 
the highest possible level of health and self-sufficiency. (15 measures) 

Excellent Service: 

► Services are accessible, timely, effective and in the least restrictive setting necessary to meet the 
behavioral health needs of the client. (23 measures) 

System Improvement: 

► Identification and resolution of problems and concerns in the service delivery system, as well as 
other proactive efforts toward improving client care and services are important priorities of 
ADHS and all service providers. (16 measures) 

Monitoring the Service Delivery System 

A key initiative during FY1999 has been to further strengthen and build capacity to oversee and regulate 
the state’s service delivery system as delivered by and through the RBHAs. Information gained through 
multiple oversight and regulatory processes serves to inform DBHS management and promote data based 
decision making. DBHS employs the following mechanisms to collect and analyze data for decision support 
purposes: 

Operational and Financial Review 

This Division wide process evaluates the RBHAs’ performance against contract and policy/procedure 
requirements in the areas of general management, network management, network development, cultural 
competency, member services, personnel, planning, medical staff, grievance and appeals, utilization 
management, quality management, clinical management prevention, claims and encounters, financial 
management (access to services, emergency services, case management, service planning and monitoring, 
clinical supervision and training, confidentiality, and special populations such as IV drug users, 
pregnant/parenting substance abusing women, and HIV infected clients) , and information management. 

The RBHA is scored for each standard as follows: Full Compliance (95% - 100%) Substantial Compliance 
(85% - 94%) and Non-Compliance (>84%). RBHAs are required to submit plans of correction for every 
Substantial and Non Compliance score. The DBHS tracks the corrective action implementation until it is 
assured that the action/process if fully implemented and effective. 
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The RBHA Annual Operational/Financial Review Guide was updated for FY1999 to reflect ongoing RBHA 
monitoring activities. The 1999 Review focused on verification that RBHA corrective actions had been 
effectively implemented and were producing expected and desired results. ADHS/DBHS implemented 
corrective action tracking matrices for each RBHA in order to oversee the corrective actions to their 
satisfactory implementation or completion. A statewide tracking matrix was developed which displays 
compliance with ADHS/DBHS standards across all RBHAs. In addition, at the beginning of the 1999 
Operational/Financial Review cycle and in preparation for the reviews, ADHS/DBHS completed an analysis 
of the standards with which the RBHAs had fully complied, and those for which partial compliance was still 
evident statewide, e.g statewide compliance by 25%, 50%, and 75% of the RBHAs. ADHS/DBHS is using 
this infor ma tion to focus technical assistance efforts to the RBHAs and to inform policy revision at the state 
level. 

Case File Review 

This process includes a review of the client’s behavioral health record for the past twelve months of services 
inclusive of the enrollment and assessment/evaluation processes, service planning, service delivery and 
progress, inpatient services, coordination of care with the primary care physician, other agencies serving 
the same client, and with the family, discharge planning, medication prescription and monitoring, and 
psychiatric services. The case file review occurs in every RBHA at least annually with a sample of cases 
selected to meet specific criteria for inclusion in the review. 

A software program created in-house at DBHS is used by RBHA and DBHS reviewers each quarter to 
collect the case file review information. Reports are generated which depict the result of the reviews. The 
results are used in the quarterly monitoring of the RBHAs as well as annually during the Operational and 
Financial Review of each RBHA. As part of the case file review process, in Maricopa County (GSA6) 
interviews of the client, family (if involved), provider and case manager occur for the population of adults 
with serious mental illness. During FY 1999 the software program was converted to a format that is Y2K 
compliant and enhanced reporting utilities were created for the use of the RBHAs and DBHS. 

Problem Resolution Referrals 

This process is tracked through an automated application (Problem Resolution Reporting System - PRRS) 
developed in-house at DBHS. When referrals are made to DBHS involving a problem that needs to be 
resolved, the involved Clinical Bureau or the Quality Management and Evaluation Bureau records the 
contact in the PRRS and tracks it to completion. 

The application went live on April 1, 1999, and the first reports regarding the content and frequency of the 
referrals were available on September 1, 1999. The aggregated data is reviewed to detect trends for type 
of issue referred, timeliness of resolution, and volume of referrals. This data will be compared to 
information gleaned from the Grievance and Appeal databases to determine if like issues surface through 
these separate processes. 
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Utilization Management 

DBHS trends several utilization indicators including enrolled patient days, user member months, enrolled 
patient days/1000 for four levels of care (inpatient acute, Arizona State Hospital, residential treatment, and 
psychiatric health facility), readmission rates within 30 days, cost of service provision, value of service 
provision (functional change scores and the average cost to attain the positive or negative change effect), 
average length of stay, and number of admissions and discharges. The data is trended quarterly. Statistical 
Process Control Charts track the utilization indicators in order to detect normal variation in utilization 
versus outliers. 

Utilization review for the Tribal RBHAs continues through a DBHS Utilization Review Nurse. Direct 
billing by the Tribal RBHAs now enables them to enter enrollments, assessments, and service requests on¬ 
line. The Utilization Review Nurse reviews the information on-line, authorizes or denies services, and 
submits the information electronically to AHCCCS. Once received, AHCCCS matches the electronic 
service authorization to the claims received in order to adjudicate the claim and pay the Tribal RBH A and/or 
provider. 

Client Satisfaction Survey 

Annually, the DBHS, jointly with the RBHAs, implements a client satisfaction survey. 1999 marks the 
baseline year for the DBHS use of the Mental Health Statistics Improvement Project’s (MHSIP) Consumer 
Perception Survey. In prior years the DBHS used a home-grown instrument. Using the MHSIP Survey 
allows DBHS to benchmark methodologies for administration as well as results with many other states 
across the nation. The baseline performance for this new instrument is 12 % satisfaction with the two 
highest values of a five point Likert scale collapsed to equal an overall satisfaction score. The Survey 
measures the client’s perception in the domains of access to services, appropriateness of services, general 
satisfaction and outcome of services. 

The MHSIP Survey has been used in many states primarily with the publicly funded adult client population, 
although some states, including Arizona, have administered the Survey to children and adolescents. 
ADHS/DBHS changed the methodology of the survey during FY 1999. Whereas ADHS/DBHS selected 
the sample and tabulated all results in prior years, this year the RBHAs played an active role by following 
ADHS/DBHS protocol to directly select the survey sample, distribute the survey, tabulate the survey data, 
and submit a RBHA report. ADHS/DBHS then aggregated the data and produced a statewide report. 
Because the instrument changed this year, comparison of results to prior years is not recommended. The 
FY 1999 results of the Survey are available both statewide and regionally. 

Each year ADHS/DBHS conducts a satisfaction survey in the Pinal Gila Regional Behavioral Health 
Authority region that is funded through a special line item appropriation. The survey is known as the Pilot 
Incentive Program. The incentive program makes possible the assessment of Client, Provider and Customer 
Satisfaction. Both satisfaction and excellence scores are calculated for the Client, Provider, and Customer 
surveys. 

Grievance and Appeals 

DBHS has long had a mechanism to track the volume and type of grievance or appeal. Aggregate data in 
these areas will be compared to the problem resolution referral data to detect trends in type of issue as well 
as regional differences in filing rates, issues, disposition of the grievance or appeal, and effectiveness of 
corrective actions and improvement efforts. 
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Seclusion and Restraint Reporting 

As required by A.R.S. R9-21-204 data is collected and trended for the population of adults with serious 
mental illness. Each inpatient and psychiatric health facility which provided services to the population 
reports seclusion, restraint, and seclusion & restraint occurrences to the RBHA with which it is 
subcontracted. The RBHAs then summarize the occurrences and forward a summary sheet as well as a copy 
of each incident report to DBHS. DBHS enters the data and trends it for review by the Bureau for Persons 
with Serious Mental Illness. If the rates are higher than expected, using Statistical Process Control charting 
as a method to detect outliers, DBHS will conduct an investigation. 

Mortality Reporting 

As required by rule, data is collected and trended for the population of adults with serious mental illness. 
The rate of mortalities per thousand is computed for each quarter and annually by geographical service 
region and statewide. In addition, the cause of death and the rural v. urban average mortality rate is 
computed. The data is reviewed by the Bureau for Persons with Serious Mental Illness at least quarterly. 

Fraud and Abuse 

This data is collected by QM and trended by RBHA and statewide for consideration by management. All 
incidents of Medicaid fraud and abuse are forwarded on to AHCCCS for review and possible investigation. 

Financial Viability Measures 

DBHS measures the liquidity ratios, performance ratios and TXIX ratios for each RBHA in order to 
determine the ability of the RBHAs to cover their short term liabilities, to manage their resources, and to 
maintain expenditures at prescribed levels. 

The information which is collected by means of the multiple and various processes is reviewed by the DBHS 
management team through the Quarterly Quality Management Report and the Quarterly Financial Report. 
The DBHS instituted a Quality Management Committee in December 1998 for the express purposes of 
reviewing trended aggregate data to detect patterns and trends, determining if there is cause for further 
review, and making recommendations to executive management for further action based on the information 
resulting from the monitoring efforts. 

ADHS/DBHS has published three Quarterly Quality Management Reports containing the measures in 
graphical outputs with accompanying narratives. The Quality Management Committee reviews the Quarterly 
Quality Management Report findings and recommendations and makes further recommendations based on 
its content. The RBHAs receive the Quarterly Quality Management Reports along with directives and/or 
requirements for each RBHA based on an analysis of the measure data, findings, RBHA actions taken to 
date, and the DBHS Quality Management Committee’s review of this information. All corrective actions 
are tracked to their completion and/or effective implementation centrally by the BQME. 

Measuring the Results of Services 

DBHS has been awarded the MHSIP Pilot State Indicator Grant beginning FY1998 and ending FY 2001. 
Through our participation in the Grant, DBHS will benchmark a number of indicators with 16 other states, 
four of which are located in the western region of the nation. The MHSIP indicators are under development 
and are embedded in the DBHS QM/UM Plan as several of the 67 + performance indicators implemented 
currently or slated for development during the next year to 18 months. 
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As stated earlier, the DBHS measures relate to the DBHS guiding principles and strategic goals. A list of 
the performance indicators implemented to date follows below: 

Accessing the System of Care 

ft of Days from Referral Date to Enrollment Date 

ft of Days from Enrollment Date to First Treatment Service Date 

# of Days from Referral Date to First Treatment Service Date 

Adequacy of Resource Allocation 

Penetration Rates 

ft of Medicaid Enrollees/Eligibles 

ft of Non-Medicaid Enrollees/State Population 
it of KidsCare Enrollees/Eligibles 

Utilization Rates 

Inpatient length of stay 

Inpatient Readmissions within 30 Days 

Inpatient Admissions 

Inpatient Discharges 

Inpatient Per User/Per Month Payments 

Inpatient Days/1000 

Member (User) Months 

The same measures as above for residential treatment, psychiatric health facility, and Arizona 
State Hospital inpatient usage. 

Cost of Service Provision 

Percentage of mental health funds expended on community programs 
Percentage of substance abuse funds expended on community programs 
Percentage of mental health funds expended on state hospital programs 

Problem Resolution Trends 

ft of Referrals for each RBHA by referral type 

Average ft of Days to Referral Resolution 
Grievance Trends 

Grievance Rates per Thousand for each RBHA and statewide 
if of Grievances by each type for each RBHA and statewide 

Appeal Trends 

Appeal Rates per Thousand for each RBHA and statewide 
ft of Appeals by each type for each RBHA and statewide 

Seclusion and Restraint Trends 

Seclusion rate per thousand for each RBHA and statewide 

Restraint rate per thousand for each RBHA and statewide 
Seclusion and Restraint rate per thousand for each RBHA and statewide 
Seclusion rate per patient days for each facility in each RBHA 
Mortality Trends 

Mortality rate per thousand for each RBHA and statewide 
Mortality rate - rural vs urban regions statewide 

ft and % of mortalities by cause of death (natural, suicide, homicide, accident, undetermined) 
for each RBHA and statewide 
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Effectiveness of Service Provision 
Functional Outcome 

Arizona Level of Functioning Assessment (ALFA) 

► The net statistics on change scores between initial and subsequent assessments for each of the 
8 scales contained in the ALFA: 

► Family/Living Environment 

► Feeling/Affect/Mood 

► Interpersonal Relations 

► Medical/Physical 

► Role Performance 

► Self Care/Basic Living Skills 

► Social Legal 

► Thinking Cognition 
Clinical Global Impression Scale 

► The net statistics on the change scores between the initial and subsequent assessments designed 
to track deterioration, maintenance, or improvement on three scales which measure factors pre 
and post change in prescribed medication: 

► Severity of Symptoms 

► Global Improvement 

► Efficacy Index 

Health Status Outcome 

► Short Form-12 

► The net statistics on the change scores between the initial and subsequent assessments for 12 
questions designed to test for the client’s self-report on general health and well being questions 

Value of Service Provision 


The Value of Service Provision indicators attach an average cost to the increments of change 
scores for the ALFA, CGI, and SF-12 instruments. The indicators show the average costs 
associated with improving, maintaining, or deteriorating functional status (ALFA), health status 
(SF-12), and symptom status (CGI) for each point gained or lost along the continuum of change 
scores ranging from the lowest to the highest rating value. These indicators will assist DBHS 
in predicting what the rate of expenditure may be to obtain and maintain optimal functio nin g and 
what service mixes support the highest gains in functioning. DBHS hopes to identify best and 
promising practices through analysis of this data. 


Process of Care 

► Adequacy of Assessments 

► Adequacy of Service Plans 

The development and implementation of the DBHS performance indicators has benefitted greatly from a 
three year federal grant, The State Indicator Pilot Grant, from SAMHSA in the amount of $100,000 per 
year. The Grant specifically funds the infrastructure necessary to develop and enhance the DBHS 
information systems (Client Information System {CIS} and Client Enrollment Disenrollment Assessment 
Reporting System {CEDAR}) which make possible the electronic collection, transmission, and reporting 
of demographic, enrollment, clinical and outcome data. 
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Benchmarking the DBHS Performance Measures 

In addition to the performance indicators previously discussed, DBHS has developed and is currently using 
the following benchmarks to determine program effectiveness: 

► MHSIP Consumer Perception Survey - Arizona is benchmarking with the 16 states involved in 
the MHSIP Pilot State Indicator Grant. DBHS plans to collaborate closely with the state of Texas 
in order to benefit from their experience as Texas has the highest response rate to the survey in 
the nation. 

► Arizona Substance Abuse Needs Assessment Study (AzNAS) - This federally funded study 
developed scientifically valid estimates of the number of Arizonans whose use of drugs and 
alcohol is severe enough to require treatment and to deter min e what kind of treatment is needed. 
This project is funded through October 2000. Data from the first three years of this prevalence 
study is contained in the ADHS publication entitled Substance Abuse in Arizona: Final Report 
of the 1996 Telephone Household Survey which was published in November 1998. The findings 
of the report are being used to guide practice within the state. 

► Treatment Outcomes Prospective Study (TOPPS) I and II - These are federally funded studies to 
assess the outcomes of behavioral health and substance abuse treatment in Arizona. Preliminary 
TOPPS I Survey findings were distributed on September 9,1999. The survey compares findings 
between clients who complete treatment and those that do not for several variables in the past 30 
days: did not drink or use drugs; used drugs by injection; had a paid job; had increased income; 
earning under $25,000; was homeless; had arrest(s); does not have a telephone; has children 
under 18 in the home; and was on probation or parole. TOPPS II will study the effect of 
treatment for those that complete it versus those that do not at 6 months post discharge. 

► Methadone Treatment Quality Assurance System (MTQAS) - DBHS concluded its participation 
in a seven state demonstration project to develop and assess client outcome indicators for 
methadone treatment. Data is available for this project. 

Business Information Systems 

The Business Information Systems unit of the BQME supports the Division through production of ad hoc 
and routine reports, conducting data quality reviews and taking action to increase data integrity. This is 
a new unit created as part of the FY 1998 and 1999 DBHS reorganization. The unit consists of a Manager 
and four programmers, increasing the information technology resources of the Division substantially. 

In January 1999, DBHS went live with the CEDAR system, a clinical information system which augments 
our legacy system, the Client Information System (CIS). CEDAR was built with several goals in mind. 
The technology used allows the RBHAs to transmit changes and corrections to the data rather than seek 
permission for every change from DBHS. This results in increased data accuracy and integrity. Another 
goal was increased capacity to collect and use clinical outcomes data by including data elements for the 
Clinical Global Impression scale and the Short Form-12 health status questionnaire. 

All RBHAs successfully passed the CEDAR system test procedures in January 1999 and have been 
submitting client enrollment, disenrollment and assessment data to CEDAR since February 1999. The 
BQME extracts data from both the CIS and CEDAR databases for purposes of ad hoc reporting, production 
reporting and performance measures. 


DBHS’ capacity to describe the population served is enhanced by the CEDAR system which allows multiple 
answers for the conditions which describe the client. In the past, the RBHAs had to choose whether the 
client fit into a funding stream of drug, alcohol, serious mental illness, children, or general mental health. 

It was difficult to determine if clients had multiple needs unless data was compared for diagnosis and 
fun din g stream. DBHS increased the capacity for the RBHAs to describe the client by allowing more than 
one descriptor to be entered for the client. In this manner, DBHS can detect how many children have a 
drug or alcohol condition by gleaning these data elements from the data warehouse. In the same way, we 
can run the data by any number of demographic and clinical elements to profile what type of clients are 
being served and what services they are getting and whether their functional and health status has changed 
subsequent to service provision. 

The Division has begun to use the CEDAR client, clinical, functional and demographic data to profile the 
people who receive behavioral health services in Arizona. It will project a need for services based on 
utilization trends, project costs for services, and assess the health status and functional outcome of clients. 
The Division began routine report production using CEDAR and CIS data in June 1999. 

Research, Evaluation and Dissemination 

The Research, Evaluation and Dissemination Unit within the Bureau of Quality Management and Evaluation 
advances embedding data and statistics into the Division’s critical function of assessing the attainment of 
its goals and objectives. This new unit provides technical support to planners, policy makers, and program 
administrators by equipping them with a better understanding of the complex interaction of the demand for 
and supply of behavioral health services under the rubrics of a managed care system. Toward this end, the 
unit will carry out the following functions: (1) dissemination of information about statewide and nationwide 
programmatic research/evaluation findings, best practices, survey research, and performance measures; (2) 
development of benchmark measures; (3) development of epidemiological models with predictive 
demographic capability that may be useful in establishing capitation rates as well as in planning for 
strategies responsive to changes in the demand for behavioral health services; (4) provision of technical 
assistance to staff on research, clinical, and programmatic evaluation tools and analytical methodologies; 
and (5) generation of focus studies that will stimulate staff discussion on particular issues. 

Office for Prevention 

The Office of Prevention was established to provide multiple prevention strategies to target population of 
Arizonans who are at risk for developing behavioral health problems. The office provides leadership to 
the prevention field in Arizona by acting as liaison to the U.S. Center for Substance Abuse Prevention, The 
National Prevention Network, and the National Center for the Advancement of Prevention. The Office of 
Prevention develops initiatives and sets statewide direction for the application and advancement of state of 
the art prevention programs and practices. State of the art prevention and technology are provided to the 
field through consultation, technical assistance, and specialized training and seminars. Office staff work 
cooperatively with community groups to: 

► develop and deliver training on specific topics; 

► address statewide issues related to prevention; and 

► to provide technical assistance in the development of new programs and services. 

Among current initiatives are the State Incentive Grant and the Statewide Needs Assessment. 
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The federally funded State Incentive Grant (SIG) has resulted in a cooperative agreement among the 
Governor’s Division of Drug Policy, the ADHS/DBHS and the Center for Substance Abuse Prevention 
(CSAP). As part of the Secretary of Health and Human Services’ Initiative on Youth Substance Abuse 
Prevention, the primary focus of the SIG is to prevent marijuana use among youth ages 12-17 with 
additional focus on preventing illicit drug use, methamphetamines and underage alcohol use. The SIG 
contains three integrated components: 

► Implementation of scientifically-based prevention programs and strategies 

► Coordination, leverage and/or redirection of substance abuse prevention resources, and 

► Evaluation of program implementation and measuring outcomes, e.g., prevent marijuana and 
other illicit drug use including methamphetamine and underage alcohol use. 

The SIG will fund prevention programs and services that are based on models that have been shown by 
research to be effective. The SIG RFP was issued in July 1999, with proposals due on August 10, 1999. 
Sub-recipients were awarded on October 1, 1999. DBHS has worked closely with the Governor’s Office 
for Drug and Gang Policy (ODGP) in the past year to implement the SIG. DBHS continues to work with 
the ODGP to further develop the current system of prevention including the methods to evaluate program 
effectiveness and outcomes and to plan for the leveraging of resources over time as the prevention system 
continues to implement science based strategies, practices and programs. Twelve agencies and/or 
organizations are involved in this system development initiative. 

The Prevention Needs Assessment Grant employs a family of studies to determine the level of need for 
substance abuse prevention services in relation to the service availability wit h in the state. The family of 
studies focuses on three areas: 

► Middle and high school student risk and protective factor survey (study 1); 

► Statewide assessment of research based archival and social indicator data (study 2); and 

► Assessment of current prevention resources in the state (study 3). 

Studies 1) and 3) are being conducted by Arizona State University. Study 2) is being conducted by the 
University of Arizona. DBHS is coordinating the studies with RBHA and DBHS stakeholders participating 
in the management of the project. 

The middle and high school student survey will assist DBHS in estimating the number and characteristics 
of middle and high school students who are at-risk for alcohol, tobacco, and other drug use in Arizona and 
to isolate specific risk and protective factors by defined geographical areas (school districts and individual 
schools) and the demographics of the target population (gender, grade level, ethnicity, etc.) The survey 
will assist the schools and local behavioral health providers to plan, develop and implement prevention 
strategies and programs which are targeted to the specific needs of the students and families in each school 
community. The sampling methodology will allow generalization to the students in the region studied, so 
all schools and students will benefit. The survey began in the Fall of 1999. The same survey is being used 
by the SIG sub-recipients to determine need for prevention services. The Needs Assessment and SIG 
survey, for those sites selected as SIG sub-recipients, will be conducted by a blended team of professionals 
and the single collection of this data will be used for both purposes. 



The Resource Assessment Study is being conducted by the Arizona Prevention Resource Center for each 
of two years under the grant, marking the seventh year of the Prevention Program Inventory in Arizona. 
The assessment will allow for comparison of the relative levels of prevention services provided, 
identification of prevention strategies delivered, and the gaps and duplications in prevention services as well 
as determine whether appropriate services are geographically proximate to subpopulations in need. The 
assessment data will inform the SIG Grant as well, as a complete layout of providers and their program 
basis will be described. 

The third study, three years of following 36 validated archival indicators of risk and outcome variables, will 
be conducted by the University of Arizona. The study will predict problem behavior developed by a six 
state consortium for use in their state prevention needs assessment studies. It is supported by the Center 
for Substance Abuse Prevention. 

Data from the three studies will be collected and analyzed by DBHS in such a manner as to identify the 
exact needs of various demographic subpopulations in definable substate geographic areas for a populations 
study. DBHS will use Geographic Information Systems (GIS) technologies to significantly enhance the 
presentation and analysis of the data generated from the student survey, program inventory and risk 
factor/prediction of problem behavior studies. 

Bureau of. Planning, und Council Support 

The Bureau of Planning and Council Support (BPCS) accomplishments as well as ongoing activities for 
FY1999 include: 

► Continuing development and revision of DBHS Policy and Procedures. An ongoing DBHS Policy 
Workgroup was established to oversee the policy development and revision process. The 
workgroup consists of the Deputy Assistant Director, Medical Director and the DBHS Bureau 
Chiefs. The group meets on a weekly basis to review and revise all current policies required to 
operate the behavioral health system, as well as write and develop new policies as needed and/or 
as required. This workgroup also reviews the RBHAs new and existing policies to determine if the 
policies meet the DBHS and AHCCCS requirements. 

► The Bureau of Planning and Council Support is active in assisting the Division in pursuing and 
acquiring grants for the Division. The following grants include an ongoing block grant and two 
newly awarded grants from the Center for Mental Health Services (CMHS), a federal agency under 
the Substance Abuse and Mental Health Services Administration (SAMSHA): 

Mental Health Block Grant 

► ADHS/DBHS continues to receive approximately $5 million per year as part of the federal 
Mental Health Block Grant, to provide services to SED children and adults with SMI. 

Center for Mental Healjti Services ( CMHS) Grants 

► DBHS was awarded a three year, $300,000 grant to pilot a single, comprehensive set of 
performance indicators for Arizona. The goal is to provide a comparative report of indicators 
across the fifteen (15) other states included in the federal grant project. 

► The DBHS was also awarded a five year, $6.3 million grant under the CMHS Child Mental 
Health Initiative, to implement a model system of care for seriously emotionally disturbed 

(SED) children. 







► The Bureau of Planning and Council Support continues to provide staff support and technical 
assistance to the various Advisory Councils, listed below. 

► Children’s Behavioral Health Council 

► Arizona Behavioral Health Planning Council 

► Council on Offenders with Mental Impairments 

► Behavioral Health & Aging Coalition 

LEGISLATIVE COUNCILS 

ADHS/DBHS has a valuable resource in the various advisory bodies which have been established, either 
through state or federal mandate, to provide guidance in the planning, implementation and provision of 
behavioral health services. DBHS provides staff support to each of the councils and their various 
committees. The DBHS Assistant Director meets regularly with each of the Councils. 

► Arizona Behavioral Health Planning Council 

The Arizona Health Planning Council, established through Public Law 99-660 and its subsequent 
amendments, is an advisory body to ADHS/DBHS charged with the responsibility for reviewing, 
monitoring and evaluating the adequacy of behavioral health services in Arizona as well in the 
development and implementation of the State Comprehensive Mental Health Services Plan for Children 
and Adults. The Council also serves as an advocate for adults who suffer from serious mental illness 
(SMI), children who are seriously emotionally disturbed (SED), and other individuals in need of various 
behavioral health services. 

The Council represent urban and rural areas statewide. The membership includes providers, consumers, 
family members, tribal representatives, advocates, mental health professionals, and representatives from 
state agencies. The Planning Council holds annual retreats to examine past accomplishments and 
strategically plan for the future. 

Children’s Behavioral Health Committee 

The Children's Behavioral Health Council, established pursuant to Arizona Revised Statutes, 36- 
3421-22 to oversee the development of a single, comprehensive, coordinated continuum of services 
for children was repealed by SB1336. Effective January 2000, the former Children’s Council will 
continue to function as a sub-committee of the Arizona Behavioral Health Planning Council. It will 
maintain its 21 members and continue to provide a strong link for the local children’s network to 
the state behavioral health system, via information sharing and offering recommendations to 
improve the children’s behavioral health system to the Governor and Arizona. 
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► The Council on Offenders with Mental Impairments: 

In 1992, the Arizona Legislature created the Council on Offenders with Mental Impairments. This 
Council is charged with determining the status of offenders with mental illness, mental retardation, and 
developmental disabilities within the State's criminal justice system to identity the services needed by 
those offenders. The Council meets monthly at various behavioral health and correctional sites 
statewide assessing treatment needs and services for mentally impaired offenders. 

The Council is very successful in establishing some of the most effective jail diversion programs in the 
Country. The Council assisted in the development of state of the art electronic data systems to identify 
mentally impaired offenders in both Maricopa and Pima counties. It provides training and technical 
assistance to mental health and criminal justice professionals. The Council is also coordinating with law 
enforcement personnel to develop a CIT Program and co-occurring disorder training. 

The Behavioral Health and Aging CoaUtioru 

The Behavioral Health and Aging Coalition comprised of numerous community agencies, continues to 
meet regularly to find ways to improve and increase services to people who are elderly and in need of 
behavioral health care. The Division continues to coordinate the Coalition’s efforts. 

INVOLVEMENT OF KEY STAKEHOLDERS 

In addition to the involvement with these Councils, DBHS also actively seeks input from, and supports, 
the activities of consumer and family groups. The Office for the Seriously Mentally Ill established a 
Consumer Advisory Board, with membership representing every county in the state, as well as the on- 
reservation American Indian population. The Consumer Advisory Board ensures that the voice of 
consumers is heard by DBHS as it develops policy, plans for services, and advocates for funding from the 
Legislature. DBHS also works closely with the Arizona Alliance for the Mentally Ill, the Alliance for the 
Mentally Ill of Southern Arizona, and MIKID - Mentally Ill Kids in Distress, the support group for parents 
of children with mental illness. DBHS provides funding support for conferences to send consumers and 
famil y members to national conferences and workshops, and to produce/acquire educational materials. 
DBHS also works with the Mental Health Association, the Northern Arizona Area Health Education Center, 
and other groups to co-sponsor annual conferences and institutes which are attended by both behavioral 
health professionals and administrators, and by families and consumers. 

DBHS also coordinates with, and seeks input from, the RBHAs and providers. The Assistant Director 
meets monthly with the RBHA Directors to discuss policy and budget issues and resolve administrative 
matters. Both the Assistant Director, and the Deputy Assistant Director, and members of the Management 
Team meet regularly with the Association of Behavioral Health Providers and the Arizona Council of 
Centers for Children and Adults to ensure effective communication in matters of policy, funding, or 
administrative issues. 
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FISCAL YEAR 1998-1999 

OVERVIEW BY CHIEF EXECUTIVE OFFICER/SUPERINTENDENT 

The Arizona State Hospital is a component of the statewide continuum of behavioral health services provided the residents 
of Arizona. As part ofBehavioral Health Services, Arizona Department of Health Services, the hospital is a publicly funded 
facility, dedicated to the restoration and preservation of the mental health of those residents of Arizona who require a state- 
supported tertiary level of inpatient hospitalization and rehabilitative care. Hospital personnel continually strive to provide 
state-of-the-art inpatient psychiatric care. The hospital is committed to the concept that all patients and personnel are to be 
treated with dignity and respect to maximize personal and professional growth. 

Senior management members of the hospital and Behavioral Health Services, including the hospital’s clinical team 
representatives, continually review the goals and objectives of the hospital and the hospital's role in the statewide continuum 
of behavioral health services. These goals and objectives are shared with all hospital personnel for final modification and 
acceptance. The hospital' s "Vision Statement," which provides long-range guidance for hospital personnel, and the hospital’s 
"Mission Statement," which provides shorter-range, day-to-day operational guidance for the hospital and service providers, 
have been reviewed and remained unchanged. 


ASH VISION STATEMENT 

The Arizona State Hospital will meet the needs of our patients and other customers 
in collaboration with our community partners. We will continue to be a unique and 
valuable resource in the provision of specialized psychiatric treatment, 
rehabilitation, education and research. We will always strive to improve our 
performance. 


ASH MISSION STATEMENT 

The mission of the Arizona State Hospital is to restore and enhance the mental 
health of persons requiring psychiatric services in a safe, therapeutic environment. 


With both the "Vision Statement" and the "Mission Statement" as the guiding principles, the Arizona State Hospital provides 
psychiatric hospitalization and treatment for persons presently living in the state of Arizona who meet the standards for 
admission. 

While providing evaluation and active treatment, the hospital is continually cognizant of the rights and privileges of each 
patient, particularly the patient's right to confidentiality and privacy. 

The leadership of the hospital continually utilizes the "Vision Statement" and the "Mission Statement" to provide guidance 
and direction for the hospital and staff in providing services for the residents of the state of Arizona. 
















ORGANIZATIONAL STRUCTURE 


The Arizona Department of Health Services: 

The Arizona Department of Health Services (ADHS) is the state agency responsible for assessing and assuring the physical 
and behavioral health of all Arizonans through education, intervention, prevention, and delivery of services. ADHS consists 
of six major service units which report to the Director of the Department. The Division of Behavioral Health Services 
(DBHS) is the largest of these service units, both in number of staff and size of budget. 

Division of Behavioral Health Services: 

Behavioral Health Services (BHS) was recreated within ADHS by Arizona Revised Statutes §36-3402 et. seq., effective 
August 13, 1986. The intent of the Arizona State Legislature was to create permanent authority for behavioral health and 
to express a commitment to the importance of planning, administering, regulating, and monitoring all facets ofthe state public 
behavioral health system. Behavioral Health Services has primary responsibility for administering a system of behavioral 
health care which is responsive, individualized, compassionate, culturally sensitive, and equally accessible. 

The Arizona State Hospital Governing Body: 

The Arizona State Hospital Governing Body is composed of the Chief Medical Officer of Behavioral Health Services who 
serves as Chairperson, an Arizona State Hospital staff physician, a community representative, and a Regional Behavioral 
Health Authority representative. Although the Governing Body does not have direct supervisory responsibilities for the Chief 
Executive Officer/ Superintendent of the Arizona State Hospital, the Governing Body does provide overall guidance for 
hospital leadership. 

The Arizona State Hospital Advisory Board: 

The Arizona State Hospital Advisory Board, established by Arizona Revised Statutes §36-217, is composed of the thirteen 
members appointed by the Governor of the State of Arizona. The Board is committed to advising the Assistant Director of 
Behavioral Health Services and the Chief Executive Officer/Superintendent of the hospital in the development, 
implementation, achievement and evaluation of goals, as well as communicating special hospital or patient needs directly to 
the Office of the Governor. Additional duties include providing advice related to hospital facilities, maintenance, staffing, 
programs and services; standards for patient rights; budget review; community education on the role of the hospital; 
coordination of services with community-based providers; and contract services. 

The Arizona State Hospital: 

The hospital receives overall direction and supervision from the Chief Executive Officer/Superintendent, who directly 
supervises the Chief Medical Officer, the Chief Operating Officer, the Nurse Executive Officer and the Director of Quality 
Resource Management. These individuals have both clinical and administrative responsibilities. Although many of the- 
services consist of both clinical and administrative components, for clarification of presentation the hospital’s services are 
divided into two major divisions addressing: [1] Clinical/Direct Patient Care Services, which includes a component 
addressing Patient Treatment Programs; and [2] Administrative/Patient Support Services. 

Clinical/Direct Patient Care Services: 

The Clinical/Direct Patient Care Services include all of the treatment, rehabilitation and care services that are provided to 
the patients on a day-to-day basis [e.g., Medical Staff services, nursing services, and specialized clinical services]. The Chief 
Executive Officer/Superintendent provides overall leadership for the hospital, is the primary liaison with Behavioral Health 
Services and the Arizona Department of Health Services, and is responsible for ensuring quality clinical care is provided for 
the patients of the hospital. 
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The Chief Medical Officer is responsible for overseeing clinical/direct patient care services. These services comprise Medical 
Staff services, which includes psychiatric, medical, and specialized services, including specialty clinics; pharmacy services; 
medical laboratory services; psychology services; social work services; rehabilitation services, including occupational 
therapy, recreational therapy, and the Psychiatric Rehabilitation Program model; religious services; and educational services. 
The clinical/direct patient care services of psychiatry, medicine, nursing, psychology, social work, education, and 
rehabilitation are provided through patient treatment programs and treatment units which are designed to meet the needs of 
the patients. 

The Chief Operating Officer is responsible for managing numerous contracted support services and facility manageme nt 
services that coordinate closely with the clinical/direct care services to ensure continuity of patient care and a seamless service 
system. 

The Nurse Executive Officer is responsible for providing clinical leadership and supervision for psychiatric nursing and 
medical nursing services. These services, which include individual and group counseling, medication administration, patient 
education, guidance in activities of daily living, and general supervision are provided on each of the treatment units, twenty- 
four hours per day, seven days per week. 

The Director of Quality Resource Management is responsible for performance improvement activities; the hospital 
information system; the utilization management program which reviews patient admissions and continued stays to ensure cost 
effective and efficient care; infection control directed at controlling infections diseases; health record service which maintains 
both current and discharged patient health records; and environment of care and safety management. 

Treatment Programs: 

The General Adult Program consists of six treatment units. Each treatment unit serves as an admission, treatment and 
discharge unit although patients may be transferred from one treatment unit to another based upon their special needs. 

These treatment units specialize in providing services to the seriously mentally ill patients who are civilly committed as a 
danger to self, danger to others, gravely disabled, and/or persistently and acutely disabled; those who are placed at the 
hospital by guardianship; those who are in the process of transition to community placement; and/or the seriously mentally 
ill patients who also have special medical needs. 

Treatment modalities include medications and medication education, individualized therapy, therapeutic groups, 
interpersonal skill development, structured unit activities, leisure planning and recreational therapy; and community-based 
programs. Emphasis is placed on activities of daily living since many patients have deficits which impede their capacity to 
live more independently in community settings. 

The Forensic and Behavior Management Program consists of five treatment units. Each treatment unit serves as an 
admission, treatment and discharge unit although patients may be transferred from one treatment unit to another. This 
program serves as the treatment program for evaluation and treatment of patients who have been court-ordered for pre-trial 
evaluation, have charges pending and are civilly committed, need treatment prior to trial, have been adjudicated Not Guilty 
by Reason of Insanity or Guilty Except Insane, or require other specialized forensic services. Patients with a potential for 
violent or dangerous behavior, patients with a high escape risk, and patients with legal requirements on placement also 
receive treatment within this program. Major treatment modalities include pharmacotherapy, psychological services and 
extensive assessment, psychotherapy focusing on participating in treatment, interpersonal skill development, educational 
services for patients requiring restoration to competency, specific discharge plans and goal development. Each treatment 
unit provides a secure environment for various additional therapeutic activities with limited off-unit privileges granted on an 
individual basis. 



The Youth Services Program consists of one treatment unit which serves as the admission, assessment and treatment program 
for adolescents [ages 13 through 17] requiring approximately three to four months of inpatient treatment as a result of a 
substantial mental disorder. Major treatment modalities include individual and group therapy, family therapy, academic 
programs, occupational and recreational therapy, and psycho tropic medications, as appropriate. Aftercare planning and 
placement of the patient are essential components of treatment; active liaison between the hospital and community providers 
occurs to assist outpatient service providers in placement and treatment referrals. 

In all of the tr eatment programs, the results of the patient's clinical evaluations, the patient's acuity level, and the patient's 
legal status at the time of admission provide the multi disciplinary clinical team guidance in determining the patient's least 
restrictive and most appropriate level of placement within the hospital. Throughout the patients’ hospitalizations, the multi 
disciplinary clinical team continually reviews the patient's legal status and reviews and revises the patients’ individualized 
treatment and discharge plans to ensure appropriate treatment and placement continue. 

On all of the treatment units a patient's treatment is directed by a multi-disciplinary clinical team which includes the patient, 
hospital personnel, the patient's family and/or representative, and appropriate community-based behavioral health service 
providers. 

This clinical team is responsible for completing the evaluations and developing a comprehensive, individualized treatment 
and discharge plan that addresses the biological, psychological, spiritual and socio-economical issues to meet the patient's 
personal needs. The patient's psychiatrist, who provides leadership for the clinical team, is responsible for coordinating the 
patient's care, as well as ensuring a coordinated, well-defined patient treatment and discharge plan. 

Throughout a patient's treatment, the hospital strives to assist the patient to be placed in the least restrictive and most 
appropriate therapeutic treatment environment. Patient placement within the hospital is made after assessment, consideration 
of all treatment factors, and discussion with the appropriate community behavioral health system service providers to assure 
the chosen placement provides maxim um therapeutic benefit. The hospital is continually cognizant of its responsibilities to 
patients and the community. 

In order to provide quality care for the patients, hospital personnel actively participate in the statewide continuum of 
behavioral health care, coordinate the development of the patients' treatment and discharge plans with the patients and the 
appropriate community behavioral health system service providers, and encourage patient placement in alternative community 
programs in accordance with the individual service plan developed with the community service providers as soon as the 
patient was adequately prepared for placement. 

The hospital utilizes the Psychiatric Rehabilitation Program model which emphasizes education, increased self-reliance, and 
instrumental life skills. This program provides psychiatric patients with skills and environmental supports necessary to cope 
with the demands of daily liv ing and focuses on the assumption that patients profit from services emphasizing their strengths, 
involvement in goal-setting, and the use of active teaching techniques that generalize to community life settings. Interventions 
which focus on attainable goals, rewarding patient strengths, and remediating deficit behaviors are stressed. Patient groups 
are conducted in various content areas such as: 

► Symptom management module - designed to help patients, disabled by a chronic mental illness like schizophrenia, 

become more self reliant in managing their psychiatric symptoms. Major components include identifying warning 
signs of a relapse; managing warning signs; coping with persistent symptoms; and avoiding alcohol and street 

drags. 
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► A medication management module - designed to help patients disabled by a chronic mental illne ss become 
progressively more self-reliant in their use of anti psychotic medication. Major components include obtaining 
information about anti psychotic medication; knowing correct self-administration and evaluation of medication; 
identifying side effects of medications; and negotiating medication issues with health care providers. 

► Basic conversation skill’s modules - designed to provide the patient with the basic skills needed to start friendly 
conversations, keep them going, and end them pleasantly. Major components include verbal and nonverbal 
communication behaviors; starting a friendly conversation; keeping a friendly conversation going; ending a 
conversation pleasantly; and putting it all together. 

► Recreation for a leisure module - designed to help a wide range of people in all age groups becomes more self- 
reliant and resourceful in the use of their leisure time. Major components include identifying benefits of 
recreational activities; getting information about recreational activities; finding out what is needed for a recreational 
activity; and evaluating and maintaining a recreational activity. 

Administrative/Patient Support Services: 

The Administrative/Patient Support Services include a myriad of functions, ranging from the day-to-day operations of the 
hospital, the replacement of automation systems, and the long-range planning for hospital reconstruction. The Chief 
Executive Officer/Superintendent provides overall administrative leadership and direction for the hospital, direct supervision 
for human resource services, and is the primary liaison with Behavioral Health Services and the Arizona Department of 
Health Services. 

The Chief Medical Officer ensures that patient’s legal rights related to the court commitment process are upheld. Patients 
are admitted to the hospital for court ordered treatment which is time limited; therefore, each patient’s court order is carefully 
monitored to ensure that an individual patient’s legal rights are not violated. Additionally, the Chief Medical Officer is 
responsible for ensuring the Medical Staff members complete related administrative functions. 

The Chief Operating Officer is responsible for managing the majority of administrative/patient support services. These 
services include business support services, both hospital fiscal management and patient finance; dietary, environmental and 
laundry services; telecommunication services; and security services, a very crucial component since the patients are court 
ordered for treatment. The Chief Operating Officer is the primary responsibility for the day-to-day operations of the hospital. 

The Nurse Executive Officer is responsible for ensuring adequate, qualified personnel on each treatment unit, on all three 
shifts. Nursing Services represents the largest component of the hospital’s staff; therefore, continuous monitoring of the 
nursing staffing pattern is required to ensure patient treatment and care needs are met. 

The Director of Quality Resource Management is responsible for many administrative/patient support services that overlap 
between clinical and administrative services. These services include performance improvement which evaluates both rliniral 
and administrative services to implement improvement activities; risk ma nag em ent which identifies and implements actions 
to reduce potential risk; hospital information which maintains the patient demographic and clinical computerized databases; 
health records services which maintains historical patient health records; safety management which coordinates compliance 
with required safety standards; and contract monitoring. 
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PATIENT DEMOGRAPHICS and STATISTICAL SUMMATION 

The Arizona State Hospital began this fiscal year on My 1,1998, with a patient census of 312. Throughout the fiscal year, 
the hospital admitted 423 patients, discharged 433 patients, and ended the fiscal year June 30, 1999, with a census of 302, 
a decrease of ten patients. The average daily census for the fiscal year was 314, an increase of nine compared to the previous 
fiscal year. These patients accounted for a total of 114,611 patient days, an increase of3,256 days compared to the previous 
fiscal year. The patient end of month census covering July 1997, through June 1999, is depicted in Exhibit #1. 
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EXHIBIT# 1 

END OF MONTH CENSUS 
FY 98 and FY 99 
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End of Month Census Data 

Fiscal Year 1997-98 
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288 

Feb. 
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* June 1998 end-of-month census was adjusted from 310 to 312 due to a previous data error. 


































A comparison of monthly admissions to and discharges from the hospital is presented in Exhibit #2. 

EXHIBIT # 2 

monthly admissions and discharges 
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Admission Statistics: 

The hospital admitted 423 patients this fiscal year, an increase of 46 compared to the previous fiscal year. The average 
monthly admission rate was 35.3, ranging from a low of 26 in January and February 1999 to a high of 49 in October 1998 
[Exhibit #2]. Of the total admissions, involuntary admissions accounted for 415 and admission by guardian accounted for 
eight. There were no voluntary admissions during this fiscal year. Of the 415 involuntarily admissions, 221 were admitted 
under Title 13, Restoration to Competency; 123 were admitted under Title 36, Court Ordered Treatment; 23 were admitted 
under Title 13, Guilty Except Insane; 38 were admitted under Title 8, Juvenile Commitment; 2 were admitted under Tide 
13, Not Guilty by Reason of Insanity; 1 was admitted under Tide 13, Observation; and 7 were admitted under Transfer of 
Prisoner. [Exhibit #3]. 























































EXHIBIT #3 

LEGAL STATUS AT ADMISSION 


M (0.24%) 


L (52.25%) 



B (29.08%) 


C (8.98%) 
D (1.65%) 

F (1.89%) 

G (0.47%) 

K (5.44%) 


Legal Status at Admission 

Code 

Legal Status 

Number 

Percentage 

A 

Voluntary 

0 

0.0 

B 

Court Ordered Treatment 

123 

29.1 

C 

Title 8, Juvenile Commitment 

38 

9.0 

D 

Transfer of Prisoner 

7 

1.7 

F 

Title 36, Placement by Guardian 

8 

1.9 

G 

Title 13, Not Guilty by Reason of Insanity 

2 

0.5 

K 

Title 13, Guilty Except Insane 

23 

5.4 

L 

Title 13, Restoration to Competency 

221 

52.2 

M 

Title 13, Observation 

1 

0.2 


Maricopa County continued the historic trend of having the highest number of admissions by county with 217 (51 %). Pima 
County accounted for 127 (30%) of the admissions. The remaining thirteen counties accounted for 79 (19%) of the total 
admissions. [Exhibit #4]. 


















EXHIBIT #4 

ADMISSIONS BY COUNTY 

County of Admission 

Number 

Percent of Total Admissions 

Apache 

1 

0.2 

Cochise 

7 

1.7 

Coconino 

13 

3.1 

Gila 

2 

0.5 

Graham 

3 

0.7 

Greenlee 

1 

0.2 

LaPaz 

1 

0.2 

Maricopa 

217 

51.3 

Mohave 

10 

2.4 

Navajo 

5 

1.2 

Pima 

127 

30.0 

Pinal 

12 

2.8 

Santa Cruz 

0 

0.0 

Yavapai 

17 

4.0 

Yuma 

7 

1.7 

Total 

423 

100 


Individuals admitted to the hospital for the first time accounted for 290 (69%) of all admissions. It is believed that the 
stabilization of the first time admission percentage is due to the fact that the majority of the admissions are referred from the 
legal system and are admitted under Title 13, Restoration to Competency. 


Readmission from a previous discharge, excluding readmission from discharge for medical treatment, accounted for 129 
(30%). The hospital's recidivism rate for Fiscal Year 1999 was 9.2 %, a slight increase of 0.4 % compared to Fiscal Year 
1998. 1 Recidivism is defined as the readmission of a patient who was discharged from the hospital within 180 days prior 
to readmission. 

Admissions by diagnostic grouping (patient diagnosis at the time of admission) indicate the category of schizophrenic 
disorders accounted for 196 (45 %) of all admissions and affective disorders accounted for 99 (23 %). These two diagnostic 
categories have continued to be the major diagnostic groupings for patient admissions. 


'The recidivism rates presented are determined by dividing all of the fiscal year readmissions with lengths of stay out of 
the hospital less than 180 days by the total admissions for the fiscal year. 
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Discharge Statistics: 

The hospital discharged 433 patients during this fiscal year. The average monthly discharge rate was 36.1, ranging from 
a low of 28 in November 1998, to a high of 47 in December 1998 to [Exhibit #2]. 

Exhibit #5 provides detailed data for discharge length-of-stay for patients with a non-forensic legal status, discharge length-of- 
stay for patients with a forensic legal status, and a total discharge length- of-stay for all patients during Fiscal Year 1999 


EXHIBIT #5 

DISCHARGE LENGTH OF STAY 

Length of Stay 
for Discharge 

Non-Forensic 

Forensic 

Total 

# 

% 

# 

% 

# 

% 

Less than 90 days 

38 

25.5% 

176 

62.0% 

214 

49.4% 

90-180 

47 

31.5% 

68 

23.9% 

115 

26.6% 

181 - 365 

27 

18.1% 

26 

9.2% 

53 

12.2% 

366 - 1095 

19 

12.8% 

8 

2.8% 

27 

6.2% 

1096 - 2190 

10 

6.7% 

2 

0.7% 

12 

2.8% 

2191 - 3650 

2 

1.3% 

3 

1.1% 

5 

1.2% 

Greater or equal to 
3650 days 

6 

4.0% 

1 

0.4% 

7 

1.6% 

Totals 

149 

100.0% 

284 

100.0% 

433 

100.0% 


Exhibit #6 presents the mean discharge length-of-stay for all patients. 





















EXHIBIT #6 

MEAN DISCHARGE LENGTH-OF-STAY 

Length-of-Stay 

Total Discharged 

Mean 

Less than 1 year 

382 

102.7 days 

More than 1 year but less than 3 years 

27 

647.7 days 

More than 3 years but less than 6 years 

12 

1,735.3 days 

More than 6 years but less than 10 years 

5 

2,791.6 days 

More than 10 years 

7 

6,707.0 days 

Total Average Length of Stay 

N/A 

319.8 days 

Note: The mean discharge length-of-stav is the average number of davs of hospitalization per 
patient during that time period. 


Exhibit #5 and Exhibit #6 provide the following information related to patient discharges: 

► Of the total 149 non-forensic patients discharged, 85 or 57 % had a discharge length-of-stay less than 180 days. 

► Of the 284 forensic patients discharged, 244 or 86% had a discharge length-of-stay less than 180 days; of the 
244 discharged with a length-of-stay less than 180 days, 223 were discharged from Restoration to Competency, 
5 were discharged from Guilty Except Insane, and 6 were discharged from Not Guilty by Reason of Insanity. 

► The total number of non-forensic patients discharged with a length-of-stay less than 365 days was 112 or 75 % 
of the total non-forensic patients discharged. This data continues to support the premise that the hospital, 
Behavioral Health Services, and the Regional Behavioral Health Authorities are committed to the concept that 
non-forensic patients are to be admitted to the hospital for intensive treatments and shorter durations rather than 
extended hospitalization periods. 

► The total number of patients discharged with a length-of-stay greater than three years was twenty-four; of these, 
seven had been at the hospital for more than ten years. These patients require extensive treatment and discharge 
planning coordination between the hospital and the community services providers who will provide follow-up 
services. 

► The mean length-of-stay for the seven patients discharged with lengths-of-stay greater than ten years was 
6,707days, approximately eighteen years. 

Patients discharged back to the courts accounted for 265 (61 %) of the total discharges; those discharged to the outpatient 
portion of a combined inpatient/outpatient commitment accounted for 41 (10%); those discharged to voluntary status 
accounted for 30 (7%); those discharged under Title 36 Placement by Guardian accounted for 16 (4%); those discharged 
under conditional discharge accounted for 17 (4%); and those discharged from a juvenile commitment accounted for 10 
(2%). These dis char ge categories accounted for 379 (88%) of the 433 total discharges. 
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EVALUATION OF FISCAL YEAR 1999 STRATEGIC PLANNING 

At the beginning of Fiscal Year 1999, the hospital’s Executive Management Team, senior clinical team members, and other 
hospital administrative representatives reviewed the hospital’s previously established goals and determined that they remained 
appropriate. With concurrence from the hospital’s Governing Body and the Advisory Board, efforts continued toward 
attainment of those goals continued throughout Fiscal Year 1999. Additionally, the hospital identified four initiatives to 
continually monitor: census management, active treatment, staff recruitment and retention, and therapeutic environment. 

► GOAL 1. The Arizona State Hospital will improve patient and customer services. 

A core initiative of the hospital was management of the hospital’s patient census in an effort to ensure appropriate 
patient placement on the treatment units and to reduce the overall patient census. The continuing increase in the 
restoration to competency forensic patient census resulted in the hospital reorganizing the patient treatment unit 
structure by opening an additional treatment unit in October of 1998 to specifically serve this population. In 
April of 1999, the hospital opened a transitional living treatment unit to provide services for those patients who 
are approaching discharge and are in need of specific services related to community placement. Many of these 
patients are able to participate in community-based treatment, rehabilitation, and vocational services. 

A second core initiative was to increase the active treatment by improving both the quality and quantity of 
services provided. The therapeutic needs of the patients on each treatment unit were continuously monitored 
to ensure patient-centered active treatment and rehabilitation. In addition to ensuring the weekday therapeutic 
activities, the evening and weekend therapeutic groups, as well as the patients’ “Clubhouse” and the patients’ 
therapeutic work program, continued to be an importance focus. 

Effective internal communications between the hospital, the Division of Behavioral Health Services, and the 
Department of Health Services, continued with the Chief Executive Officer / Superintendent serving as an active 
member of the department’s Executive Management Team. The Chief Executive Officer / Superintendent also 
participated in the monthly Behavioral Health Services / Regional Behavioral Health Authority Director s 
meetings and attended the Behavioral Health Planning Council meetings. 

► GOAL 2 . The Arizona State Hospital will have a staffing pattern that meets the patients’ needs based on 

patient acuity. 

During the previous fiscal year, the hospital developed and implemented a patient treatment unit-based a staffing 
pattern based on patient acuity. Although the hospital was unable to meet the staffing need initially, the staffing 
pattern provided the foundation for the Fiscal Year 1999 budget request as it related to personnel issues. Since 
the hospital historically experienced difficulty in recruiting and retaining direct patient care personnel, the third • 
core initiative identified related to staff recruitment and retention. 

During Fiscal Year 1999 the hospital requested selected position classification upgrades and increased salaries 
for licensed nurses, psychiatric technicians, social workers, rehabilitation technicians, and security personnel. 
The hospital received a supplemental appropriation which included funding to support the requests. The 
classification upgrades and salary increases were implemented in February 1999 with the direct result being a 
noted improvement in the hospital’s ability to recruit and retain qualified, well-trained personnel. 




► GOAL 3. The Arizona State Hospital will develop and implement an integrated automation system. 

During Fiscal Year 1998, the hospital developed a Project Investment Justification (PD) document which 
summarized the status of the hospital’s automation system which was not Year 2000 compliant. After receiving 
approval and authorization to proceed from the state’s Government Information Technology Agency, a Request 
for Proposal (RFP) was issued, the evaluation of proposals received was completed, and a vendor was selected 
in February 1999. Implementation planning for Phase I, which included replacement of the current system as 
it pertained to patient demographic data and the current financial and business capabilities, began immediately 
and the new automation system was in place by the end of Fiscal Year 1999. Increasing computer and 
automation availability, resolution of related computer issues, and Phase II of the project, which addresses 
additional financial and business practices and report writing, will continue throughout the coming fiscal year. 

► GOAL 4 . The Arizona State Hospital buildings and grounds will meet the needs of current and future patients, 

families, and staff. 

The fourth core initiative identified addressed the therapeutic environment. To meet the environmental standards 
required by various surveying agencies, each patient use building was carefully inspected for possible code 
violations, proper doors on sleeping areas, wall and ceiling integrity, and hazardous area compliance. Building 
conditions requiring correction or improvement were identified and prioritized, with minor corrections completed 
by hospital personnel. Major issues were scheduled for completion as funding from the Department of 
Administration became available. 

Comprehensive monitoring of support services functions (e.g., dietary and housekeeping services) continued, 
resulting in improved contracted service performance. These monitoring activities included treatment unit walk¬ 
through inspections completed by Quality Resource Management personnel, the Infection Control Nurse, 
Hospitality Services’ representatives, and selected treatment unit personnel. Inspections of the kitchens and 
patient eating areas, monitoring of special diets and portion control through health record audits, and both patient 
and staff satisfaction surveys have also continued. 

► GOAL 5 . The Arizona State Hospital will establish a program for sexually violent persons. 

The program for the sexually violent persons was established in 1997 as the Arizona Community Protection and 
Treatment Center located on the grounds of the hospital. With consultation from a leading authority on program 
development for the sexually violent person, a comprehensive program was developed for those who are 
committed for treatment. 

During this fiscal year, July 1998 through June 1999, the census of this program increased from 26 to 92. Of 
the 92 residents at the end of the fiscal year, eleven were undergoing court ordered treatment, eight were placed 
in a least restrictive alternative, and the remaining seventy-three were awaiting court hearings. With the 
continued growth of this program projected at approximately five residents per month, construction of an 
additional building to house 60 residents began in the spring of 1999, with the anticipated completion and 
occupancy to occur early in the next fiscal year. 
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FISCAL YEAR SUMMATION AND THE FUTURE OUTLOOK FOR THE HOSPITAL 


The Arizona State Hospital continues to be a dynamic service, ever-changing to meet the needs of mentally ill individuals 
who require inpatient treatment and services. 

Throughout this fiscal year the hospital was required to continually addressed the patient census by reviewing issues related 
to patient placement based on civil commitments vs. forensic commitments and male vs. female bed availability. The 
hospital’s end of month census varied from a low of292 to a high of327, which placed the hospital in the precarious position 
of exceeding the established license capacity. The transition from primarily serving civil commitments to serving forensic 
commitments has continued. Exhibit #3, “Legal Status at Admission” [pg.8] and accompanying data [pg.9] clearly indicate 
that the forensic admissions [ Title 13 and Transfer of Prisoner] account for approximately 60% of the total admissions, with 
Tide 13 Restoration to Competency accounting for approximately 52 % of the total admissions. As indicated previously, the 
hospital opened an additional treatment unit to provide services for the Restoration to Competency patients in October of 
1998. 

During Fiscal Year 1999 the hospital received a supplemental appropriation of $4,369,800 to support an additional male 
restoration to competency treatment unit, a new self care treatment unit, salary increases for nurses and other clinical 
personnel, and an increase in operating expenses. 

The adult civil commitments accounted for only 30% of the admission during the fiscal year. The increased “gatekeeping” 
efforts by the Regional Behavioral Health Authorities, in cooperation with the hospital’s efforts, have decreased the adult civil 
commitments. As community-based care givers increase in numbers, the hospital’s role is changing from providing care 
along a broad continuum - acute to chronic - to that of providing a tertiary level of care for people who do not respond to 
brief periods of inpatient care, and/or who present serious threats to self or others. 

The hospital continued to prepare for re-application for Medicare certification. The hospital provided clinical personnel 
educational seminars on the requirements for attaining re-certification and continued to addressed contracted services 
monitoring, performance improvement activities, inadequate numbers of nursing personnel, lack of nursing care plans, lack 
of adequate levels of dietary staff and special diet monitoring, and various environment of care, safety, and sanitary issues. 

In addition to challenges previously enumerated regarding regaining Medicare certification and the shift toward serving an 
increasing forensic and more behaviorally disturbed population, major current issues facing the hospital include: 

► Patient care buildings which are old, overcrowded and not up to par with regards to 1999 expectations 
regarding therapeutic environment. 

► Difficulties in meeting the volume of demand for admission for individuals referred through civil and 
forensic commitment proceedings. 

► Addressing the broad linguistic and cultural needs of the patient population. 

► Addressing the policy and advocacy concerns emanating out of the requirements to serve civil, forensic 
and persons committed as sexually violent offenders. 
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During the fiscal year, the hospital’s leadership felt obligated to identify and to commit to writing the Arizona S tate 
Hospital’s “Operating Values, ” which were adopted in April 1999. These value statements form a matrix which identifies: 
(1) organizational challenges [internal and external demands], (2) values [conceptions of the desirable], and (3) personal 
behaviors [observable actions]. Under the leadership of its Advisory Board, the hospital also initiated a strategic planning 
process, with the goal of setting a clear course for the hospital beginning with FY 2000. The process included hospital staff, 
patients, families, advocates, providers of services, focus groups, expert panels, Regional Behavioral Health Authority 
directors, community forums, and the results of a survey process that involved more than 100 other state hospitals. The 
broad-based participation results identified the following key directions. 

► ASH will be a center of excellence for quality services to persons with mental illness. 

► ASH will provide clinically and culturally competent assessment and treatment services for persons with serious 
mental illness, with a focus on those who are in need of specialized services not currently available in the 
community and those who have the most difficult/complicated conditions to treat. 

► ASH will provide forensically committed individuals effective services in a secure therapeutic environment 
including treatment and discharge planning which assures public safety. 

► ASH will coordinate services with the community health and social service systems. 

► ASH will provide and participate in patient, family and c ommuni ty education. 

► ASH will promote staff development and satisfaction. 

► ASH will provide a safe and therapeutic environment. 

The documentation of these seven key directions, each with its own corresponding goals, objectives, and strategies, is now 
contained in a strategic plan that will be tracked to ensure the best and most timely implementation possible. 

The hospital is firmly committed to the "ASH Vision Statement" and the "ASH Mission Statement." Each will provide 
direction and a reaffirmed commitment for all hospital staff throughout Fiscal Year 2000 and in future years. With continued 
support from Behavioral Health Services, the Arizona Department of Health Services, the mental health advocacy groups, 
the hospital's Advisory Board, the Governor's Office, the State Legislature, and the citizens, the Arizona State Hospital will 
continue to restore and enhance the quality of life and health of persons with mental illness, will advocate for the special needs 
of the mentally ill, and will meet the needs of the mentally ill patients of the State of Arizona. 
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APPENDIX A 


ORGANIZATIONAL STRUCTURE 















































APPENDIX B 


ARIZONA DEPARTMENT OF HEALTH SERVICES 

DIVISION OF BEHAVIORAL HEALTH SERVICES 

REGIONAL BEHAVIORAL HEALTH AUTHORITIES 
Geographic Service Areas 
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APPENDIX C 


ADHS/DBHS Client Information System 

Clients Served by Program Statewide 
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ADHS/DBHS Client Information System 
Clients Served Report 
For 7/1/98 Through 6/30/99 as of 10/7/99 



The STATEWIDE statitstics represent unduplicated coutns at the statewide level, and may not equate to the summing of the RBHA 
statistics. Summing across RBHAs can cause duplicated counts due to clients transferring RBHAs. 



















































































































APPENDIX D 


ARIZONA STATE HOSPITAL 

FINANCIAL SUMMARY 

FISCAL YEAR 1998 - 1999 

Funding Sources (General Operations Based on Budget Allocations'):* 


Personnel Services and Related Benefits - General Fund 

$ 18,527,111 

All Other Operating - General Fund 

10,413,525 

Non-Title 36 Revenue 

203,823 

Rental Income 

697,943 

Endowment Earnings 

313,000 

Patient Benefit Fund 

107,300 

Donations 

6,000 

Psychotropic Medications 

63,500 

ASH Information Systems 

883,600 

Community Placement Treatment 

7,848,000 

Male Restoration to Competency 

1,835,500 

Self Care Unit 

416,500 

ASH AOOE SLI 

1.295.900 

Total Funding 

$ 42,611,702 

Expenditures: 

Personnel Services and Related Benefits 

$ 19,269,756 

Professional and Outside Services** 

9,485,338 

Travel (In-State) 

28,216 

Travel (Out-of-State) 

9,343 

Food 

-0- 

Other Operating 

4,055,765 

Capital Equipment 

234,999 

Assistance to Others 

7.848.000 

Total Cost of Operations 

$ 40,931,417 


Collections (Deposited to the General Fund): 

Medicare 

Family, Guardian, or Patient 
Insurance 

Social Security, V.A., or Railroad Retirement 
Total General Fund Collections 

* Excludes SVP Program 

** Contract Physicians, Outside Hospitalization Costs, Outside Medical Services, and privatization of Support 
Services 


$ -o- 

265,218 
21,515 
191.768 
$ 478,501 


Daily Costs by Treatment Program:*** 


General Adult Program 

$285 

Behavior Management Program 

257 

Youth Services Program - Adolescent Treatment 

563 

Average 

$286 

*** Rates became effective 12/01/96. 
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